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Preface 


USING THE BOOK 


This book has been designed to be used in different ways for different 
purposes. Professionals will be able to read it in its entirety or spot-read 
chapters of particular interest. For some, the book may present different and 
perhaps even unfamiliar perspectives on the field; hopefully, this will 
stimulate professionals to further examine and discuss the issues that have 
been raised, and especially those that have not been adequately resolved. 

Different parts of the book are appropriate for undergraduate and 
graduate students. The Introduction is an easy-to-read description of how 
this book has evolved and changed over the past 25 years. It is not essential 
reading for understanding the rest of the book, but may be of interest to 
some. 

Chapters 1 through 19 have been designed to introduce undergraduate 
students to the myriad issues involved in defining music therapy and to 
provide a platform on which they can explore and further develop their own 
ideas about the field. Chapters 1 and 2 are intended to establish the 
significance of and challenges of defining. Chapter 3 analyzes existing 
definitions and provides a rationale for the many decisions involved in 
crafting the present definition. These opening three chapters can be optional 
reading, but they are highly recommended for students who need to have a 
context for reading the rest of the book. Chapter 4 provides a succinct 
overview of chapters 5 through 19 and should be included in any list of 
required readings. 

Some of the first 19 chapters are more difficult to read than others, 
primarily because of the complexity of the subject under discussion. These 
chapters are best understood through open classroom discussions after they 
have been read. Understanding is also greatly enhanced by supplemental 
readings of case studies or articles related to the issues covered in the 
chapter. 

Chapters 20 through 25 deal with areas and levels of practice. Because 
they provide an overview of approaches used in each area, these chapters 
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might best be read by undergraduates over an extended time, ideally while 
the student is doing fieldwork in a related clinical setting. Once again, 
supplementing these chapters with case studies or related articles will help 
students to understand the content. 

Chapters 26 and 27 and the Notes are recommended for graduate 
students and professionals who are interested in theoretical issues in the 
field. Chapters 26 and 27 introduce notions of integral thinking and practice, 
which grew out of the author’s conference presentation on “ways of 
thinking” in music therapy. The Notes are my responses to issues raised by 
participants in the deconstruction party. 

Perusing the numerous definitions in the Appendix might make for 
some interesting reading, especially for history buffs and for those interested 
in multicultural differences within the field. 


Other Issues 


Other issues warrant discussion. First is the problem of pronoun gender. I 
really find using “he or she” and “him or her” (even with a slash) to be 
redundant and clumsy. I have decided that in discussions of clinical practice, 
I will use masculine pronouns for the therapist (as the author is male) and 
feminine pronouns for the client. This ensures that the reader can keep 
straight whether I am talking about the therapist or the client. I presume that 
the reader will understand that therapists may be female as well, and that 
clients may be male, and that I have no interest in making any gender 
discriminations. In all other discussions, such as those about individuals, 
listeners, improvisers, and so forth, I will use both masculine and feminine. 

Another unexpected issue has been the timeliness of references. 
Ideally, a new book should contain references primarily within the previous 
10 to 15 years. There are two reasons why this goal has not been always 
attainable in the present book. First, the literature on music therapy, though 
growing rapidly, is relatively small in comparison to that of bigger 
disciplines. It is invpossible for the relatively small number of authors and 
researchers in music therapy to write frequently and continuously on ail 
topics and applications, many of which continue to be relevant to developing 
an overview of music therapy practice as attempted in this book. Some topics 
have not been active for several years; some have only recently appeared; 
and some do not change much in time. Undoubtedly, important topics 
change with changes in areas and settings of practice, as well as shifts in 
interest among professionals. 
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It should also be noted that some of the definitions in the Appendix are 
no longer available from their original source. For example, some were taken 
from brochures that no longer exist, and some were taken from websites that 
no longer exist. In addition, some of the organizations that created the 
definition are now defunct. I have kept all of the definitions regardless of 
their current availability. The main reason is that they are still valuable data. 

This leads to the second reason. Notwithstanding the significance of 
the topic, “defining” music therapy does not seem to be on the top of the 
popularity charts. If you put “defining” or “definition” in a search engine, 
you will be surprised at how little you will find. 

I want to comment on the numerous lists and tables that are sprinkled 
throughout the book. I realize that they do not always make for easy or 
enjoyable reading, but they are often the most economical and visually 
prudent way to present a lot of information. I also want to make it clear that 
in many instances these lists and tables do not always present every possible 
item that belongs in the topic. In fact, often they merely suggest examples, 
intended only to give readers the gist of what is being discussed. Please read 
accordingly. 

Finally, I would like to explain why there are repetitions throughout 
the book. Repetitions are necessary when a book can be spot-read, and 
particularly when chapters must cover the same or similar topics from 
different perspectives. For example, to define the process of music therapy 
(chapter 5) requires understanding the definitions provided for therapist and 
client (chapters 7 and 9); similarly, to define therapist and client requires an 
understanding of the definition given for the process. The danger is that if all 
of the requisite information is not included, the text and its intent will be 
misquoted and misunderstood. 


A Personal Note 


The first edition of this book, released in 1989, unknowingly marked the 
beginning of what has become an integral part of my professional and 
personal life—Barcelona Publishers. Originally, the book was to be part of a 
large monograph series planned by MMB Music, the largest publisher of 
music therapy books at the time. Many problems arose, and the series did 
not materialize as expected, I had difficulties submitting the book on time, 
and I ultimately realized that this supposedly little book on defining music 
therapy had grown beyond the proportions of a monograph. In fact, it no 
longer fit within the MMB series. For these and other reasons still unclear to 
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me, I decided that I would publish it myself—not having even the slightest 
understanding of what the implications would be. Thus the first edition was 
published by Spring House Books, my own basement “company,” named 
after a real spring house built in 1745 on “Stony Run Creek,” which cut 
through the 5-acre farm where I lived in Spring City, PA. 

To cut a long story short, one basement led to another, and ultimately 
to a distribution center in Gilsum, NH, and then University Park, IL. Today, 
as I celebrate the 25th anniversary of Barcelona Publishers (which now has 
over 70 titles in its collection), and as I send the third edition of this book to 
production, I realize that this will probably (viz., hopefully) be my last 
“hurrah” on the topic. I do not plan to write a fourth edition. I hope that 
someone else will take up the challenge, but if not, I hope that there will ° 
continue to be an evolving definition of the field that will invite our collective 
reflection. A  definition—any definition—is the very foundation of 
professional discourse on our identity. What matters to me more than 
acceptance of this definition is that my attempt to develop one will provide 
the fodder for professional discourse until it is no longer relevant or useful. I 
realize that we may never come up with a final accurate definition that is 
universally or even regionally accepted, but this does not mean that we 
should not try to meet the challenge of defining our own identity as best we 
can. I believe that we cannot just give up and conclude that music therapy is 
undefinable—we simply cannot leave music therapy undefined by its own 
practitioners. 


Introduction 


THE STORY OF DEFINING 


The Idea 


From my earliest years as a music therapy educator in the 1970s, I had 
concerns about the boundary and identity struggles that seem to permeate 
the field of music therapy. It was not until several years later, however, that I 
began to more fully realize the extent of these struggles. In 1982, I was asked 
to put together the first International Newsletter of Music Therapy. Not knowing 
where or how to begin, I decided to ask every association of music therapy 
around the world to send me their official definition of music therapy. The 
replies were really fascinating. Each country seemed to be at a different stage 
of identity formation, and each seemed to have its own ideas about who they 
were as music therapists. 

As an outgrowth of this survey, I decided to give a presentation at a 
regional conference, entitled “Our Identity as Music Therapists.” 
Unexpectedly, as I was to begin, the organizer of the conference asked if she 
could videotape the presentation. 1 was somewhat reluctant because I did not 
think that the topic or my ideas were very exciting, but I agreed anyway. 
Then, much to my surprise, the audience reacted with incredible interest. 
They seemed catalyzed by the questions that I had framed and the enormous 
variations in definitions of music therapy. One year later, I was shocked to 
learn that the video had traveled around the country and had worn out from 
use. This really sparked my curiosity. What questions were music therapists 
struggling to answer? And so, it was this reaction to that presentation that 
ultimately led to my writing of the first edition of Defining Music Therapy, 
published in 19839. 


Introduction XXi 


The 1989 Definition 


The first writing of a book on this topic was terribly difficult. I had trouble 
sequencing the ideas; I had trouble making the distinctions I had set out to 
make; and I had trouble expressing myself in a way that was easy to read and 
understand. Outlining the entire book was very frustrating, as so many 
topics that had to be discussed overlapped greatly, making it a real challenge 
to grapple with one issue at a time sufficiently without going on seemingly 
unrelated tangents. Eventually, I came up with a working definition and a 
way of organizing a discussion of every issue that I had encountered in 
constructing the definition. Here was my first definition in 1989: 


Music therapy ts a systematic process of intervention wherein the therapist helps the 
client to achieve health, using musical experiences and the relationships that develop 
through them as dynamic forces of change. 


In the first edition, each important word and phrase included in the 
definition was discussed in some detail. Areas and levels of music therapy 
were then identified and defined, and implications were drawn. The book 
ended with an appendix of 60 definitions of music therapy from around the 
world. 


Reactions to the 1989 Definition 


The first edition was quoted, misquoted, plagiarized, criticized, praised, 
translated, overlooked, purposely ignored, and even angrily dismissed. 
Some therapists in the tight and right camp loved it, some hated it; some in 
the loose and fringy camp loved it, some hated it; and the same split was 
observed in the great majority of eclectics in the middle. 

For some, the book was disturbing because it drew clear boundaries 
and placed various practices within those boundaries. For them, such 
definitions placed unnecessary limits on who we are and what we do, and 
though they provide a collective identity and thereby help others to 
understand what music therapy is, they also camouflage the many 
individual identities (and egos) that make up our field. Another disturbing 
thing about the book, for some, was that it put into boxes the many intuitive 
and creative things that we do as music therapists. Many felt that it was banal 
to put into words all of the ineffable experiences that we share with clients 
through music. . 
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On the other hand, many found the book a positive contribution. For 
them, it brought a brief respite from the continua! soul-searching that seems 
part and parcel of being a music therapist. Maybe conceptual boxes provide 
the support we need to explore the boundless therapeutic potentials of music 
and the daunting task of becoming a competent music therapist. For many, 
terms and definitions do provide clarity, legitimacy, and validation; they 
give us a persona, and they also reassure us that we are not alone in our 
beliefs about our work. Furthermore, words themselves, even for the most 
nonverbal musician, can bring incredible insights into one’s own work as 
well as the work of others. We do need and want to communicate, and to do 
so, we have to find words for the ideas and experiences that we encounter. 
Certainly, this book was an earnest search for the right words. 


The 1998 Working Definition 


In 1998, I decided to rethink the original book, and do a second edition—not 
only because I wanted to improve the book, but also because music therapy 
had grown considerably and my perspective had changed as well. This was 
the working definition that I offered: 


Music therapy is a systematic process of intervention wherein the therapist helps the 
client to promote health, using music experiences and the relationships that develop 
through them as dynamic forces of change. 


Though only one word in the definition was changed in 1998, the second 
edition of the book itself was substantively different from and larger than the 
first. In the definition, I substituted “to promote health” for “to achieve health,” 
which signaled a shift in my ideas about the nature of health. Then, in this 
edition, I gave much more attention to defining both health and music. I 
added two entirely new chapters: “Types of Music Experience,” which 
identified and described what I call the four main methods of music therapy, 
and “Dynamic Forces,” which outlined how the roles of music, therapist, and 
client can be conceived based on Ken Wilber’s integral theory. I also revised 
the original areas and levels of practice and included a new area that I called 
“Ecological.” Finally, | added chapters on research and theory and updated 
the Appendix of definitions. 

Because the present book is sti!] rooted firmly in the 1998 definition, 
the next few sections will present a summarized explanation of each word or 
phrase in the definition, just as the book did. 


Introduction xxiii 


Systematic Process of Intervention 


Music therapy is systematic in that it is goal-directed, organized, knowledge- 
based, and regulated; it is not merely a series of unplanned, random 
experiences that turn out to be helpful. Its three main procedural components 
are assessment, treatment, and evaluation. 

Music therapy is a process that takes place over time. For the client, the 
time involves a process of change; for the therapist, it is a time-ordered 
sequence of interventions. For both client and therapist, this process over 
time can be described as developmental, educational, interpersonal, artistic, 
musical, creative, or scientific. 

To be considered therapy, this process requires intervention by a 
therapist. An intervention is a purposeful attempt to mitigate an existing 
condition in order to effect some kind of change. In therapy, interventions 
must meet three criteria: the client must need outside help to accomplish a 
health objective; there must be purposeful intervention, regardless of 
outcome; and the intervention must be carried out by a therapist within the 
context of a therapist-client relationship. 

What makes music therapy interventions unique is that they always 
involve both music and therapist acting as partners in the process. When 
music is used as therapy, music takes the primary role in the intervention and 
the therapist is secondary; when music is used in therapy, the therapist takes 
the primary role and music is secondary. When music is used by a client 
without a therapist, the process does not qualify as therapy; when a therapist 
helps the client without using music, it is not music therapy. Music therapy 
interventions are unique in that they focus on sound, beauty, and creativity. 


Therapist Helps Client 


A therapist is a person who offers his expertise and services to help the client 
with a health concern. By definition, a music therapist must have the 
necessary expertise to provide such services, as well as recognition of such by 
an appropriate authority. The music therapist may serve as adjunctive or 
primary therapist, depending upon professional expertise and client need. 
The music therapist uses principles of personal and professional ethics to 
guide his work with clients. 

The music therapist is defined as the helper, and the client is defined as 
the person being helped. The client-therapist relationship is not reciprocal in 
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this regard, though it is generally acknowledged that doing therapy affords 
many opportunities for therapists to meet some of their own psychological 
needs, often at an unconscious level. Central to the client-therapist 
relationship is a contract for services that focuses on the client's health. 

Music therapy provides very specific kinds of help to clients. Whether 
taking primary or secondary roles in the process, music and the therapist 
combine their resources to provide clients with opportunities for receiving 
empathy, understanding, validation, and redress; for verbal and nonverbal 
self-expression, interaction, and communication; for feedback on themselves 
and insights about their lives; for motivation and self-transformation; and for 
direct assistance and intervention. 

A client is defined as a person who needs or seeks help from another 
person because of an actual, imagined, or potential threat to health, whether 
physical, emotional, mental, behavioral, social, or spiritual in nature. 


To Promote Health 


The goal of therapy is to promote health. Health encompasses and depends 
upon the individual and all of his/her parts (e.g., body, psyche, spirit), and 
the individual's relationship with the broader contexts of society, culture, 
and environment. There are two orientations to health: in the pathogenic 
orientation, health is an either-or condition, defined by the presence of 
illness; in the salutogenic, health is a continuum that includes all degrees of 
health. Going even further, the definition of health proposed here is the 
process of reaching one’s fullest potential for individual and ecological 
wholeness. 


Using Music Experiences 


Music therapy is distinct from other modalities because of its reliance on 
music experience as an agent of intervention. The way music therapists 
define “music experience” is based on the clinical contexts in which they 
work. Of particular importance is a nonjudgmental acceptance of whatever 
the client does musically and clear priorities with regard to the purpose, 
value, and meaning of music within the therapy process. 

Music is difficult to define for many reasons, and in therapy, the matter 
is further complicated by the notion that therapy depends upon not merely 
the music but also the client’s experience of it. Every music experience 
minimally involves a person, a specific musical process, a product of some 
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kind, and a context or environment. Thus, the music used for therapy is not 
merely an object that operates on the client; instead, it is a multifaceted 
experience involving the person, process, product, and context. For purposes 
of this book, music is defined as the human institution in which individuals 
create meaning and beauty through sound, using the arts of composition, 
improvisation, performance, and listening. Meaning and beauty are derived 
from the intrinsic relationships created between the sounds themselves and 
between sounds and other forms of human experience, as well as the 
universe itself. 

Four specific types of music experience serve as the primary methods 
of music therapy: improvising, re-creating, composing, and listening to 
music. These experiences can be presented with emphasis on various sensory 
modalities, with or without verbal discourse, and in various combinations 
with the other arts. Depending on how intrinsically musical the sounds and 
activities are, the experience may be described as premusical, musical, 
extramusical, paramusical, or nonmusical. 


The Relationships That Develop Through Them 


These varied kinds of music experience provide the client with opportunities 
to develop multifaceted relationships within and between the self and its 
various contexts and worlds. Accordingly, these relationships can be 
described as intrapersonal, intramusical, interpersonal, intermusical, and 
sociocultural. Of central significance to the therapeutic process are the client's 
relationships to the therapist and to the music. 


As Dynamic Forces of Change 


Music therapy can be likened to chemistry. Its main elements are the client(s), 
the music, and the therapist. These elements combine and interact in many 
ways, depending upon how the therapist conceives and designs the client’s 
music experience. Thus, the key compound—determining how all of the 
elements of the experience are related to one another—is the client-music 
interaction. Consequently, to analyze the dynamics of music therapy is to 
analyze the various ways in which the client experiences music. There are six 
dynamic models used, depending upon whether the music experience is 
objective, subjective, energetic, aesthetic, collective, or transpersonal. 


XXvI1 Introduction 


The kinds of changes that can result from music therapy are myriad. 
Two important criteria are that they are health-related and that they actually 
result from the therapeutic process. 


The Interim Years: 1998 to the Present 


Over the past 16 years, the second edition has been cited extensively in the 
literature and has garnered more attention by theorists in the field than did 
the first edition. This can be explained in several ways. First, music therapy 
educators have used the second edition in teaching music therapy students. 
In many cases, educators encouraged students to carefully scrutinize the 
definition for its implications, and this has raised the general awareness of 
new generations of music therapists regarding the need and challenges 
inherent in conceptualizing our field. Second, theory has grown dramatically 
in the past two decades, and more and more music therapists are now 
writing about different ways of thinking in music therapy, all of which have 
important ramifications for defining and placing boundaries on the field. 

By 2011, it had become clear to me that the time had come to evaluate 
the relevance and timeliness of the 1998 definition. Once again, both music 
therapy and my own perspectives had changed substantively, and both the 
definition and the book needed to be expanded and updated. 

By now, the task of defining music therapy had become even more 
challenging, and the main question for me was “How should [| go about 
revising the 1998 definition?” After much thought, I decided to do two 
“excavations” of the entire landscape of definitions in the field and to use 
these excavations as a foundation for re-modeling or perhaps even 
rebuilding the 1998 definition. 

The first excavation was the “deconstruction party” described in the 
next section. Its purpose was to critically evaluate the 1998 definition 
according to one basic criterion: To what extent did the definition include or 
exclude significant approaches to practice that have evolved in the interim 
years? The second excavation was to analyze all of the definitions found in 
the music therapy literature. Its purpose was to identify the various 
perspectives and issues that each definer brought to the task of defining 
music therapy over the past three decades. The findings are presented in 
chapter 3. 
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The Deconstruction Party 


On July 25, 2011, I invited several colleagues to participate in an email 
“deconstruction party.” I was “throwing” this party to get their honest 
feedback on my 1998 definition of music therapy. I selected these colleagues 
because at one time or another each had made comments on my 1989 or 1998 
definitions that raised important questions for me to consider. The party- 
goers included Brian Abrams, Brynjulf Stige, Susan Hadley, Randi Rolvsjord, 
Dorit Amir, Jane Edwards, Carolyn Kenny, Even Ruud, Rudy Garred, 
Jennifer Adrienne, Kenneth Aigen, and Henk Smeijsters. Here is the email 
that I sent to them. 


I am seeing a real need to “deconstruct” my 1998 definition of music therapy. By 
deconstruct, I mean to critically interrogate the implications of any or all aspects of 
the definition in light of current trends in the field. I am interested in finding the 
various ways that this definition may exclude, contradict, or negate current practice, 
theory, or research in music therapy around the world. ... Can you please point me to 
the main parts or aspects of the definition that you think need to be reconsidered? 

I am attaching the “working definition” chapter of the 1998 book for your perusal. 
Please feel free to comment on anything that “bothers” you. 


Replies to the email were immediate, numerous, and enthusiastic, and the 
dialogues that ensued were incredibly stimulating and instructive. To my 
great pleasure and amazement, the email party lasted several weeks, and by 
the time our dialogues had waned, I felt that many of the major issues with 
the 1998 definition (and my own thinking) had been laid out quite clearly. Of 
course, not every issue was ultimately resolved, as the participants were not 
always in agreement on how to actually “fix” the definition, and I was not 
always in agreement with their suggestions. 

When the dialogues finished, 1 collated all of the emails in 
chronological order and segmented each of them according to topic. I then 
put all segments on the same topic together and made summaries of the 
criticisms and comments made by my colleagues on each topic. In short, I 
organized the findings of the deconstruction party according to the main 
chapters of the book itself. 

I have not attached the names of the participants to any of their 
comments or contributions because I did not request or receive their 
informed consent to quote or cite them later in a publication, and I wanted 
them to offer their ideas freely without the fear of being quoted. 
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Notwithstanding the significance of all of the issues raised by 
participants in the deconstruction party, I decided to present their challenges 
to the 1998 definition in separate notes at the end of this book, rather than in 
the main text. Thus, throughout the book, the reader is referred to notes that 
introduce or elaborate upon theoretical issues raised in the deconstruction 
party that, on one hand, are pertinent to the topic being discussed in the text, 
but on the other are not prerequisite to understanding the text itself. These 
notes, then, are optional reading for novices in the field and recommended 
reading for advanced students and professionals. 


Analysis of Existing Definitions 


Both previous editions of this book presented several definitions of music 
therapy by various authors, practitioners, and associations. In the 1989 
edition, 44 such definitions were presented; in the 1998 edition, 60 were 
given. Though these definitions provided an excellent resource for both 
editions, they were not analyzed in any systematic way or used directly as 
the basis for creating the 1989 or 1998 definitions. 

The second “excavation” made in the preparation of the 2014 edition 
was a detailed analysis of all 102 existing definitions shown in Appendix A. 
The purpose of the analysis was to further illuminate the issues inherent in 
the task of defining music therapy, to aid in making revisions in the 1998 
definition, and to clarify how the 2014 definition compares to existing 
definitions. The findings are presented in chapter 3. 


Reconstruction 


The deconstruction party did not involve efforts to actually reconstruct or 
recraft the 1998 definition. It was more than enough for all parties to simply 
deconstruct and then examine the implications of these deconstructions. 
Thus, after the party ended, I began to rethink the 1998 definition in terms of 
the findings of both the deconstruction party and the analysis of definitions. 
By the end of 2012, I had developed about 35 tentative revisions. To 
help finalize a definition, I decided that I needed to have a few private 
“reconstructive” dialogues, in which I would invite individual colleagues to 
comment on the various definitions I had crafted and to either answer 
specific questions or make suggestions for how to improve the definition 
itself or various chapters of the book. This time, I selected experienced music 
therapists who knew me and my work very well and who were likely to 
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consider both right and left worldviews as viable. | felt that this group would 
better understand the struggles involved in addressing all of the concerns of 
my colleagues while still building an umbrella definition. This group 
included Brian Abrams, Denise Grocke, Michael Zanders, James Hiller, 
Susan Gardstrom, Lillian Eyre, Joy Allen, Joke Bradt, and Michelle Hintz. 


Literature Review 


Before actually beginning to write, I did a literature review that focused not 
only on new definitions that had been published since 1998, but also on any 
articles that examined issues pertinent to defining or conceptualizing the 
field. Several new definitions were found and added to the references; 
however, relatively few relevant articles were found. 

I also reviewed all references used in the 1998 definition and searched 
for more up-to-date replacements. It was interesting to discover that some 
areas of practice have received very little attention in the literature over the 
past few decades. Notable examples are different forms of recreational music 
therapy and music healing. It was therefore very difficult to replace many of 
the older references. In contrast, there has been an explosion of publications 
on ecological music therapy, psychiatric music therapy, and medical music 
therapy. Here the difficulty has been to select the most appropriate 
references. 


An Ethnographic Turn 


In reflecting on all of the preparations I made for writing this book, I can see 
that I have made certain methodological assumptions that need to be 
acknowledged. The first assumption is the author’s belief that music 
therapists who read, study, confer, research, and publish about music 
therapy in the English language constitute a coherent community—or 
perhaps a culture of ideas and practices—that can be examined and 
described as such. Granted, this community, like many other heterogeneous 
communities in the 21st century, consists of distinctly different discourses, 
perspectives, and practices, which vary according to individual, peer group, 
work setting, country, and culture; however, these internal differences have 
been and continue to be communicated, shared, mediated, and modified 
through personal communications, conferences, and scholarly writings. 

The second assumption is that, though the process of writing this book 
cannot be described as a formal research study, it has involved many of the 
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defining features of ethnographic research, as detailed by Griffin and Bengry- 
Howell (2008). The following similarities can be discerned. 

The community of music therapy as defined above can be likened to a 
focal “case” in ethnographic research, that is, “a specific group of people or a 
case involving culturally significant practices or actions” (p. 5). Thus, in some 
ways, the entire book can be considered a type of ethnographic case study. 

As with ethnographic research, the book has involved a sustained 
period of fieldwork, involving a variety of methods for collecting data 
(interviews, written communications, informal discussions, study of 
documents and artefacts, and, most importantly, participant observation). 
The author has been a participant observer who, as a music therapist himself, 
is completely immersed in the community as an active (though retired) 
member. This perspective is particularly valued in ethnography. 


Ethnographic researchers are attuned to the meanings that 
behaviour, actions, contexts, and events have from the 
perspective of those involved. Ethnography seeks an 
insider’s perspective, aiming to understand a phenomenon 
from the points of views of those involved, which can be 
diverse, complex, and contradictory (p. 6). 


Finally, like an ethnographer, the author has made continuous efforts 
to be reflexive. Ethnographers do not deny the impact of their own beliefs, 
values, and behaviors on the community they are studying, but instead 
acknowledge that as participant observers, they are inevitably shaping and 
interpreting the data while also trying to understand the community in a 
systematic and rigorous way. 


THE NEED FOR DEFINING 


Defining music therapy is an integral part of being a music therapist. Hardly 
a day goes by that a music therapist is not asked the inevitable “What is 
music therapy?” The question arises when meeting clients and their families 
for the first time, when starting a new job, when being introduced to 
coworkers and administrators, when talking to prospective students, when 
recruiting subjects for research, when writing about the field, and in 
countless other professional situations. And if this were not enough, it is also 
the first topic of discussion in many social situations, such as when being 
introduced at a party or when meeting a new friend. It never fails: After the 
initial “What do you do?” and reply “I'm a music therapist,” there will be a 
long, respectful silence, a dazed look, and then the inevitable: “Exactly what 
is music therapy?” Then, after receiving an initial response, most people will 
ask more detailed questions, and it is usually necessary to give a more 
complex and elaborate definition. And this is certainly not the last time these 
kinds of questions wil] arise! Family members and longtime friends who 
have already heard “the question” answered several times seem to linger ina 
continuing fog about exactly what music therapy is. In fact, they often need 
periodic reviews and more in-depth discussions. 

People are curious about music therapy not only because it is still a 
relatively new field, but also because they are genuinely intrigued by the idea 
itself. It seems to make such gocd sense to use music therapeutically! Nearly 
everyone loves music, and because it is such an integral part of everyday life, 
most people develop a very personal relationship to it. It soothes and stimu- 
lates us; it accompanies us through joy and sadness; it plays with us and 
helps us to play; it moves us into and out of every human emotion. Most 
people recognize the power of music to comfort and heal, and many have 
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already discovered its therapeutic benefits through their own personal 
experiences. 

Nevertheless, providing a simple and accurate definition of music 
therapy to lay people, students, or other professionals is not always simple. 
Standard or textbook definitions are not always comprehensible or relevant 
to people outside the field, most often because they are too technical or 
theoretical. As a result, it is often necessary to create a definition to meet the 
unique demands of each situation. When this happens, the music therapist 
has to be sensitive to what the questioner wants or needs to know, as well as 
how prepared he or she is for a detailed answer. 

When creating a definition extemporaneously, it is important to 
consider which facet of music therapy or which clinical approach will be of 
greatest interest and relevance to the person inquiring. Usually, for example, 
trained musicians have different mind-sets toward music therapy than 
average listeners or persons who sing or play an instrument as an avocation. 
Average listeners have different mind-sets than those who have personally 
experienced the therapeutic powers of music. Administrators and legislators 
have different informational needs than clinicians in other fields, who have 
different questions than prospective students of music therapy. Clients and 
their families require different information than colleagues and personal 
friends. 

Some questioners want to hear the philosophical rationale for music 
therapy, while others need to validate their own personal experiences of the 
therapeutic power of music. Some want specific, technical information on 
how a music therapist works with different populations, and others want a 
broad overview of the field. Some want clinical examples; others want 
specific proof that it works in the form of research findings. Obviously, the 
same pat answer cannot be given to everyone. Rather, each definition must 
be tailored to the specific background, interests, and informational needs of 
the questioner. 

Aside from the challenge of meeting the demands of each situation, 
music therapists themselves often find it a soul-searching experience to 
define what they do. Kenny (1982) explains: 


Every time someone asks me the question ... I have to 
absorb the silence, center myself, and think “My God, here 
it is again. What am I going to say this time?” Every time, it 
is a challenge, a task, an invitation to increase my own 
understanding by assigning words to something which is 
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indescribable by nature and has the additional aspect of 
being something different every time it happens. (p. 1) 


In the process of identifying the essence of music therapy and 
communicating it to others, music therapists often have to confront issues 
and questions that are at the core of the discipline itself. Every definition 
distills and delimits the field to its very essence, because within a few 
sentences, the definer sketches out what is music therapy and what is not, 
what belongs to it and what does not. Thus, every definition of music 
therapy sets boundaries for the field. Having such boundaries is crucial, for 
without them, it is impossible to know which types of clients and problems 
are best served by music therapy, which goals and methods are legitimately 
part of clinical practice, which topics are relevant for theory and research, 
and what kinds of ethical standards must be upheld. Furthermore, without 
these boundaries, it is impossible to design curricula and field training 
programs for preparing music therapists and to establish meaningful 
requirements for earning credentials in the field. In the end, boundaries 
protect clients by defining the limits of therapists. Thus, as brief or simple as 
they might sound, definitions have profound implications for outlining the 
overall purpose of the discipline as well as the limits of the profession. 

Definitions are always more than factual statements or objective 
descriptions of music therapy; they also express the personal and 
professional beliefs of the definer. Whenever individuals or groups create 
their own definitions, they are not just quibbling over words or splitting 
academic hairs. They are usually trying to express their particular viewpoints 
on music therapy or emphasize something very specific about it. This 
becomes quite evident when the myriad and diverse definitions found in the 
field are compared. Fundamental differences in philosophies about music, 
therapy, health, illness, and even life are quite evident. Each definition of 
music therapy reflects a very specific viewpoint on what music is and what is 
therapeutic about it, what therapy is and how music relates to it, and why 
people need music and therapy to be healthy. Going even further, each 
definition also implies how the definer conceives and differentiates illness 
and health. Thus, every definition is more than a concise summary of what 
music therapy is; it presents a whole world of thought about the field and the 
professional identity of the person creating the definition. 

Perhaps this is why music therapists often change their definitions as 
time passes and as they gain more experience— it's because their perspectives 
on the field are changing. As clinicians forge new approaches and serve new 
populations and as researchers and theorists in the field gain more 
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knowledge, new horizons of music therapy are discovered. At the same time, 
as the health professions at large gain greater insight about illness and 
wellness and as new concepts and models of therapy develop, fundamental 
notions about music therapy are bound to gain greater breadth and depth. As 
a result, definitions of music therapy continually need to be changed to 
reflect the state of the art. Thus, when definitions are compared over a period 
of time, one can actually see stages of individual and collective development 
in the field as well as in the health community at large. 

Appendix A reveals how definitions of music therapy have changed 
over the years, as well as how individuals and groups have expanded or 
limited their views of it. It is very enlightening to examine each published 
definition and ask oneself: Is this definition accurate, relevant, multicultural, 
and inclusive of all ideas and practices that belong within the field? The main 
danger here is that definitions can be inaccurate, exclusionary, and 
misleading, and they can be based on biases, overgeneralizations, and 
fallacies that ultimately prevent understanding and growth of the discipline. 
Put more bluntly, there are good and not so good definitions of music 
therapy, and continuing discourse is needed. In fact, definitions provide the 
fodder for self-reflection and discourse. Thus, even if a perfect definition is 
not attainable, we cannot give up on trying to formulate the best one possible 
and to participate in the discourse needed to do so. In fact, a central challenge 
in being in a field such as music therapy is to find and articulate our identity 
as best we can. And even if, as some colleagues suggest, music therapy is 
undefinable, do we really have the option of leaving it undefined —or worse 
yet, defined inaccurately? 

A final word about the relationship between definitions and 
professional discourse: Because definitions reflect personal philosophies and 
professional identities, music therapists frequently use them as the basis for 
communicating with others in the field. When used at the beginning of a 
lecture or workshop, or when used to introduce an article or book, a 
definition informs the audience of the presenter’s perspective with regard to 
music therapy and thereby sets the stage for an exchange or comparison of 
boundaries, philosophies, and clinical practices. 

In summary, definitions serve several important functions: They 
provide an effective tool for educating others outside of the field and 
answering their specific questions; they raise fundamental issues and 
questions for professionals within the field; they provide boundaries for 
clinical practice, theory, and research; they specify the body of knowledge, 
skills, and abilities needed to be in the field; they project a professional 
identity; they reveal the definer’s personal viewpoint; they reflect stages of 
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individual and collective development; and they provide a context for 
communication among music therapists. 

Given the need and significance for defining music therapy, it is no 
surprise to find that over 100 definitions have been published since the late 
1970s. This overabundance of definitions raises some fundamental questions. 
Why is it so difficult for music therapists to agree on what music therapy is? 
Why have none of the attempts at definition to date been sufficient or 
satisfactory? Is music therapy that difficult to define? Or are music therapists 
a bit obsessed with defining who they are and what they do? Perhaps, as a 
field, we have what Ansdell calls “definition anxiety” (2005). We may not 
feel legitimate enough if we do not have just the right words to represent us 
professionally. On the other hand, our lack of acceptance of any one or more 
definitions may also reflect a “definition phobia.” Do we want to avoid at all 
costs anything that puts words or boundaries on what we do? 

Perhaps the best way to answer these questions is to examine in greater 
detail the challenges involved in defining music therapy and then trace the 
efforts of the author in trying to meet these challenges. 


2 


THE CHALLENGES OF 
DEFINING 


Music therapy is different things to different people for myriad reasons. 
Many of the differences can be attributed to the elusive nature of music 
therapy itself. Some music therapists even think that it’s undefinable! To be 
sure, it is very difficult to define, and many aspects make it so. As a body of 
knowledge and practice, it is a hybrid of two subject areas, music and 
therapy, which relate to many different disciplines; as a transdisciplinary 
field, it is at once an art, science, and humanity; as a fusion of music and 
therapy, both of which have unclear boundaries, it is very difficult to define; 
as a treatment modality, it is incredibly diverse in application, goal, method, 
and theoretical orientation; as a worldwide endeavor, it is influenced by 
differences in culture; as a discipline and profession, it has a dual identity; 
and as a relatively young field, it is still developing. The purpose of this 
chapter is to examine these challenges. 


Is Music Therapy Definable? 


The diversity of already published definitions presents a real challenge to 
formulating one that encompasses or at least allows for the various 
perspectives expressed in them. If the differences in perspective are 
significant enough to prevent them from being integrated or reconciled, the 
most fundamental question of all arises: Is it even possible to define music 
therapy? Are the challenges too great? 

Two fundamental challenges have been put forth in the literature. Stige 
(2002) suggests that, from a culture-centered perspective, music therapy is a 
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“situated practice,” meaning that it is best defined locally rather than 
universally. For him, music therapy is by nature a sociocultural construction 
and therefore is unavoidably different things to different people in different 
contexts. As such, music therapy is a group of diverse practices, or it exists 
only in the plural. There is not one music therapy but several music 
therapies. The implication is that it may not be possible to formulate an 
umbrella definition that is valid cross-culturally. 

Ansdell (2003) agrees with Stige about the “situatedness” of each and 
every practice, but goes on to say that music therapy is not a group of 
practices— instead it is a linguistically constructed discourse. “As a discourse, 
music therapy is not something discovered ‘outside’ of language and 
subsequently described ‘inside’ language, but something actively constructed 
in-and-through language” (p. 154). Thus, music therapy is not something real 
that exists outside of language, but an abstraction that we create through 
discourse. The implication here is that an umbrella definition as proposed 
here is merely another linguistic construct, which may or may not be “true” 
about an abstraction that may or may not exist “out there” in reality. 

Both authors give important insights into the challenges of defining 
music therapy— however, we cannot conclude from them that music therapy 
is undefinable or that more inclusive conceptions are not possible. As both 
would agree, Stige and Ansdell have situated their ideas within their own 
specific contexts, and, accordingly, we can only assume that they are 
presenting their own local or linguistic constructs, some of which may be 
relevant to other cultures and discourses and some of which may not be. 
Note 2A gives a detailed explanation of how the views of Stige and Ansdell 
can be incorporated into a larger conception of both music therapy and the 
process of defining it. 


Transdisciplinary 


Another challenge in defining music therapy is that it is transdisciplinary. 
Music therapy is not a single subject in itself, but rather it is a hybrid of two 
subject areas (music and therapy) as well as the many disciplines that 
subsume or overlap these two subject areas, such as the arts, health, 
medicine, education, psychology, the humanities, and so forth. This makes it 
very difficult to establish clear boundaries between the specific “discipline” 
of music therapy and all of its related disciplines. For example, in practice, 
music therapists may work in schools pursuing educational or 
developmental goals or in hospitals and clinics pursuing health-related and 
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medical goals, and they may work in mental health settings pursuing 
psychotherapeutic goals or in communities pursuing sociocultural goals. As 
a result, music therapy theory may be drawn from the disciplines of 
philosophy, psychology, sociology, medicine, cultural anthropology, etc., 
while music therapy research may rely upon methods found in any of the 
arts, sciences, and humanities. 

An important aspect of any definition, then, is that it has to distinguish 
music therapy from all of the disciplines related to its practice, theory, and 
research. Can we identify what makes music therapy a discipline in its own 
right? For example, when does music therapy practice become speech 
therapy, or special education, or physical therapy, and when does it clearly 
remain within its own boundaries? Or what is the difference between music 
therapy theory and psychological theory or aesthetic theory? And what 
determines if music therapy research is sociological research or medical 
research? If music therapy is a discipline, it needs to have an identity of its 
own with clear boundaries dividing what is and what is not part of the 
discipline. And a primary function of a definition is to propose both the 
identity and the boundaries needed to maintain that identity. 


Discipline and Profession 


Music therapy has a dual identity. As a “discipline,” it is an organized body 
of knowledge consisting of theory, practice, and research, all pertaining to 
the professional uses of music for therapeutic purposes. As a “profession,” it 
is an organized group of people using the same body of knowledge in their 
vocations as clinicians, educators, administrators, supervisors, etc. 


This dual identity poses several issues that affect how music therapy is 
defined. 


When conceptualized as a discipline, our identity is defined 
by the range of therapeutic applications music has, and our 
role boundaries are determined by the knowledge we have 
of them. When conceptualized as a profession, our identity 
is defined by our job titles and responsibilities, and our role 
boundaries are determined by the qualifications (and 
salaries) that others impose upon us. (Bruscia, 1987b, p. 26) 


Several questions arise. First, is one identity consistent with the other? 
Does the discipline have the same identity as the profession? Are theory, 


Challenges of Defining 11 


research, and clinical practice consistent with the public roles, titles, 
responsibilities, and standards that we adopt as a profession? Is the body of 
knowledge belonging to the discipline reflected in our professional 
employment as clinicians, educators, supervisors, and administrators? 

Second, to what extent does one identity influence the other? Does the 
discipline define the profession or vice versa? More specifically, do theory, 
research, and practice determine our professional roles, titles, responsibilities, 
and standards, or does the professional image that others have of us 
determine them? Are we who we are because of what we know and do or 
because of what they perceive us as knowing and doing? 

Another challenge is that there are different definitions for the 
discipline and the profession. For example, Stige (2002) proposes that “music 
therapy as a discipline is the study and learning of the relationship between 
music and health” (p. 198), which makes music therapy a much broader 
discipline than the present definition (a specific set of practices combining 
music and therapy). His definition of professional practice is also broader 
than the present one. “Music therapy as professional practice is situated 
health musicking in a planned process of collaboration between client and 
therapist” (Stige, 2002, p. 200). “Situated “means belonging to an evolving 
sociocultural context; “health” is a quality of interactions and activities that 
are empowering; and “musicking” is engaging in music experience as a 
dialogic medium. For a more detailed comparison of Stige’s definitions with 
the present one, see Note 2B. 


Art, Science, and Humanity 


As a fusion of music and therapy, music therapy is at once an art, a science, 
and a humanity. As an art, it is concerned with subjectivity, individuality, 
creativity, and beauty. As a science, it is concerned with objectivity, 
universality, replicability, and truth. As one of the humanities, it is concerned 
with interpersonal processes on all levels, including community, society, and 
culture. 

Being both an art and a science practiced within an interpersonal and 
sociocultural matrix requires the integration of many seemingly 
contradictory elements. Music therapy can be both objective and subjective, 
individual and collective, creatively unique and replicable, intrapersonal and 
interpersonal, sociocultural, and transpersonal. 

As an art, music therapy is organized by science and focused by 
interpersonal and sociocultural process. As a science, it is enlivened by art 
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and humanized by the therapist-client relationship. As an interpersonal 
process, it is motivated and fulfilled through art and guided by science. As 
one of the humanities, it shapes and is shaped by the many social, economic, 
political, and cultural factors that contextualize our lives as humans. 

Of course, these paradoxes often blur the boundaries of music therapy 
and complicate its conception and definition. To define music therapy 
exclusively as any one of these is to ignore its unique nature. Somehow, 
music therapy has to be conceived in a way that embraces this multiplicity 
yet preserves its integrity. Similarly, music therapists have to be perceived in 
a way that acknowledges their unique abilities as artists, scientists, therapists, 
and members of the world community. 

In the pages that follow, it will become clearer how viewing music 
therapy as only an art, or only a science, or only an interpersonal or 
sociocultural process leads to unacceptable exclusions of one another. And 
these exclusions are directly observable in the definitions of their proponents. 


Diversity in Clinical Practice 


Music therapy is presently being used in schools, clinics, hospitals, 
residential centers, group homes, nursing homes, day-care centers, hospices, 
prisons, community centers, institutes, and private practices. Client 
populations include autistic and emotionally disturbed children; adults with 
psychiatric disorders; intellectually disabled children and adults; individuals 
with visual, hearing, speech, or motor impairments; learning-disabled 
children; abused children; children with behavior disorders; prisoners; 
addicts; medical patients; senior citizens; terminally ill children and adults; 
neurotic adults; traumatized groups; and communities. Music therapy is also 
used to assist healthy individuals in stress reduction, childbirth, biofeedback 
techniques, pain management, self-actualization, and spiritual development. 
Naturally, goals and methods vary from one setting to the next, from 
one client population to another, and from one music therapist to the next. 
Goals may be educational, recreational, rehabilitative, preventive, or 
psychotherapeutic, focusing on the physical, emotional, intellectual, social, or 
spiritual needs of the client. Methods of treatment may emphasize listening, 
improvising, performing, composing, moving, or talking and may include 
additional experiences in art, dance, drama, and poetry. Music therapists 
vary among themselves according to specialization areas and the various 
clinical orientations existing in that area. For example, music therapists who 
have a specialization in developmental disability may base their work on 
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behavior theories, while others may use communication theory; some may 
work toward improving adaptive behavior, others may focus on academic 
learning, and still others may emphasize quality of life. Music therapists in a 
hospital or palliative-care setting may work within a biopsychosocial or 
transpersonal-healing orientation; some may focus on influencing the disease 
process and its effects, and some may address the wellness side. Music 
psychotherapists may operate within a variety of psychological theories, 
ranging from psychoanalytic to existential to cognitive to humanistic and 
transpersonal. 

The implications of such diversity are enormous. How can such 
different clinical practices ever be contained within the same boundaries? Is 
there a common focus or basic idea that unifies the many goals, methods, and 
orientations? Is there any one thing that can be present and consistent in every 
definition of music therapy, regardless of population and setting? 


Problems in Defining Music 


Philosophers, psychologists, and musicologists have struggled for centuries 
with the elusiveness of music to definition. In the simplest of terms, music is 
the art of organizing sounds in time. But at what point does the organization 
of sound become an art? Certain sound combinations and sequences sound 
more like noise than music, even when they have been organized very 
carefully; on the other hand, certain sound combinations and sequences 
clearly sound like music, but some are more artistically organized than 
others. By what criteria do we judge what is organized and what is not, and 
what is art and what is not? What is aesthetically meaningful in music and 
what is not? What determines when a musical response can be considered an 
aesthetic or artistic endeavor? Can universal standards be applied to 
judgments of aesthetic or artistic merit? 

And then there are many other equally circuitous questions: Does 
music always involve sound? Does music include the organization of silence, 
noise, and vibrations? To be music, does it always have to be experienced 
through the ear? Is it a musical experience to receive artistically organized 
sounds through the tactile senses? Is music strictly human, that is, do all 
sounds in music have to be humanly made, or does music also include 
environmental or natural sources of sound? Are bird calls and whale songs 
music? 

The answers to these questions can be approached from a variety of 
perspectives. The physicist might look at the objective attributes of the 
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musical product itself and, as a result, define music according to structural or 
organizational relationships within and between sounds and other temporal 
events. The psychologist might look at how these physical, objective 
attributes of sound are experienced by the listener or musician and thereby 
define music according to experiential criteria. The anthropologist might 
look at the origins of music in each culture and the commonalities in musical 
experiences across cultures and define music according to its shared or 
universal properties. The sociologist might look at the roles and functions of 
music in society and define it in terms of its collective significance. The 
philosopher might compare music to language, communication, and other 
art modalities and define it according to its uniqueness, while also 
establishing aesthetic criteria for the arts. 

In contrast to these theoretical approaches, a musician’s understanding 
of music comes through direct and personal involvement in the processes of 
creating, re-creating, and listening to music. It is the musician who 
understands what is most essential to music and the music experience. But 
here also there are differences in perspective. A composer views music and 
the music experience differently than the performer and improviser, and the 
performer and improviser differently than the listener, and the historian 
differently than the critic or instructor. 

While these various conceptualizations of music provide a beginning 
foundation for understanding what music and music experience are all 
about, it is important to realize that they are not always relevant to actual 
clinical practice. There are many instances in the context of therapy when 
music has to be defined quite differently. Sometimes the music is less 
complete or less organized than what is required by conventional standards. 
Sometimes: the process does not seem as artistic or creative. Sometimes the 
experience is not auditory. Sometimes nonmusical elements and the other 
arts are added, so that the experience goes beyond what is conventionally 
defined as music. Sometimes, aesthetic standards are irrelevant or 
unimportant, and the music does not meet aesthetic criteria established in 
conventional definitions. 

Thus, notwithstanding the insights of the physicist, psychologist, 
anthropologist, sociologist, philosopher, and musician, the most relevant 
question is, How does a music therapist define music? What aspects of using it 
as a therapy can change one’s fundamental notions regarding the nature of 
music and its boundaries? Exactly what is music within a clinical context? 

Later in this book, these questions will be addressed. For now, it is 
important to realize that when a music therapist defines music within a 
clinical context, several factors must be taken into account, including the 
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boundaries of sound and the varying levels of human organization and 
artistic merit built into them. 


Problems in Defining Therapy 


Defining therapy is as difficult as defining music; in fact, the issues and 
problems are quite similar. The components of therapy, like the elements of 
music, are quite numerous and overlapping, and the experiences within 
therapy, like music experiences, are varied and multilayered. And similar to 
the difficulties in separating music from the arts, so is it difficult to distin- 
guish therapy from education, development, growth, healing, and a host of 
other phenomena commonly associated with “health.” In short, setting 
criteria for what is therapy and what is not is as difficult as deciding what is 
music and what is not. 

Therapy is traditionally defined in terms of its Greek root therapeia, 
which means to attend, serve, help, or treat. When taken together, these are 
certainly essential elements of therapy; however, a definition they do not 
make. To have an adequate definition of therapy, several issues have to be 
clarified. Does therapy involve any particular kind of attending, serving, 
helping, or treating? Does anyone needing such support qualify as a client? 
Does it matter who does the attending, serving, helping, or treating, and does 
the person have to be specially trained? What is the process by which these 
supports are given, and what are the types of changes that take place as a 
result? 

To be comprehensive, a definition of music therapy must therefore 
address several issues: (1) the health status or needs of the client that can be 
addressed in music therapy; (2) the respective roles and functions of the 
music and therapist; (3) the qualifications and responsibilities of the therapist; 
(4) the nature of the relationships that develop between client(s), music, and 
therapist; (5) the goals of therapy suitable for various philosophical orienta- 
tions; and (6) a description of the therapeutic process that articulates the 
nature of change without philosophical bias. 


The Need for Boundaries 


Every health profession must establish the limits or boundaries of its clinical 
practice to address the most fundamental of all ethical concerns: “First, do no 
harm.” When health professionals go beyond their competence, expertise, or 
legal limits in their work with clients, or when they go beyond the scope of 
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practice established for their profession, they risk endangering the health and 
well-being of their clients. For example, when music therapists use methods 
in which they are not trained or that they are not qualified to practice (e.g,., 
Guided Imagery and Music, Neurologic Music Therapy, Analytical Music 
Therapy), the possibility of harm to the client is increased significantly; when 
a music therapist tries to offer the services or use treatment protocols of a 
speech or physical therapist, a psychotherapist, or a medical professional, it is 
the client's health and well-being that are immediately endangered. For any 
health practice to be ethical, it must have clear boundaries. 

A major task, then, for every health profession is to determine which 
practices are within its boundaries and which are outside of them. In terms of 
music therapy, for example, which goals, methods, orientations, etc., are part 
of the discipline and which are not? This is commonly called the scope of 
practice. The answer to this question in turn determines what music 
therapists must be instructed to know and trained to do and what they will 
not be instructed or trained to do. This is commonly called the knowledge, 
skills, and abilities of the profession. Thus, the boundaries given to the scope 
of practice determine the knowledge, skills, and abilities of the practitioners, 
which in turn set boundaries for the scope of education and training of 
professionals. It is important not to assume that the reverse is true: The scope 
of education and training given to any particular group of professionals does 
not set the boundaries for the complete scope of clinical practice. Some music 
therapists have been trained in many areas of practice, others in very limited 
areas. Thus, we cannot rely on the scope of education and training provided 
to professionals to determine the scope of clinical practice or the discipline 
itself. Similarly, neither can the definition of music therapy be limited to 
those areas of practice most favored by a particular university, training 
program, or country, nor can it be broadened to include areas of practice that 
are beyond the boundaries of safe, competent practice. 

The challenge of defining any discipline or profession is to not be 
overly exclusionary or overly inclusionary, which is particularly difficult to 
accomplish in music therapy. Here are some questions that pose the most 
serious boundary dilemmas in music therapy. 


e Which types of sound or music experiences qualify for use 
as a means or medium of therapy? 

e Are there any conditions or circumstances that determine 
when a sound or music experience becomes therapy? 

e When does therapy include sociocultural engagement, and 
when does it not? 
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e Do all practices carried out by a music therapist fall within 
the boundaries of music therapy, regardless of their 
relevance to music? Which goals and methods belong within 
the boundaries of music therapy, and which do not? 

e Which kinds of relationships or interactions belong within 
the boundaries of the client-therapist relationship, and which 
do not? 

e What modalities other than music (discussion, drawing, 
moving) belong within the boundaries of music therapy, and 
which do not? What limits are necessary? 


Differences in Perspective 


So far we have only considered the problems of defining music therapy from 
a professional's point of view, that is, from the perspective of the therapist. 
But what meaning does a definition by professionals have for the clients they 
serve, even when that “technical” definition resolves the many theoretical 
issues raised here? How do clients define music therapy? Where do they 
place the boundaries of music and therapy? Do clients agree with how 
therapists define what they are experiencing? Is a client’s experience and 
understanding of music therapy the same as a therapist’s? Is it possible to 
define music therapy collaboratively? 

Taking this even further, differences in perspectives will also be found 
among professionals. A practitioner will define music therapy within a 
clinical context, which may be a different perspective from that of a 
researcher who defines it within a scientific context, which may be different 
from that of a theorist who defines it within a philosophical context. 

Research would help a great deal in comparing and integrating these 
perspectives. Meanwhile, it should be kept in mind that most of this book 
deals with the perspectives of professional music therapists. 


Cultural Differences 


Music therapy does not belong to any one culture, race, country, or ethnic 
tradition; it is global in its conception and manifestation. It is global not only 
because it exists as a profession in most industrialized nations around the 
world, but also, and more importantly, because the idea of using music as a 
healing art has existed for centuries and in many different cultures. Moreno 
(1988) argues that music therapy, without being described as such, “is 
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currently a flourishing practice in countless tribal and nontechnological 
societies in Asia, Africa, Australia, America, Oceania, and Europe” (p. 271). 
He goes on to say that in most of these cultures, music and healing are 
practiced together within a shamanic tradition. A shaman is a priest or 
medicine man who uses rituals involving the arts to heal the sick. 

So what bearing does all of this have on defining music therapy? 
Everything! The way a culture defines and uses music determines whether it 
is considered relevant to medicine, healing, or therapy; similarly, the way a 
culture views medicine, healing, and therapy determines how relevant music 
is considered to them. A good example is how Moreno (1988) describes the 
shaman. In most societies, he is multidisciplinary, that is, instead of being a 
specialist in only one art form, the shaman always integrates music, art, 
dance, and drama into a holistic approach to healing. The implications of this 
are that within a culture where music and the other arts are integrally related 
to one another, music therapy has to be defined very broadly; in contrast, in 
our own technological culture where music has more clearly defined 
boundaries with the other arts and is often subdivided into subspecialties, 
music therapy has to be defined much more narrowly. Thus, we rarely 
expect a musician to be a painter, dancer, or actor or a music therapist to also 
be an art, dance, or drama therapist. In fact, we are now moving toward even 
greater specialization within music therapy itself (e.g., improvisation, guided 
imagery, drumming, etc.). 

Of course, cultural differences have many implications for defining 
music therapy other than how music and the other arts are related. Several 
important issues arise as the arts and arts therapies develop in different 
countries. Imagine how music therapy would be defined in cultures where 
music is regarded as purely recreational in nature. Would music therapy be 
accepted in countries that do not offer music programs in the schools? How 
would it be defined in countries where music is integrally linked to spiritual 
or devotional undertakings? When music is already related to divine healing, 
would there be a need for a profession of music therapy? Would the 
provision of music therapy services for money be regarded as a sacrilege, or 
at least a secularization of the sacred nature of music? 

And last but not least, how would music therapy be defined in cultures 
that do not regard therapy as important or valuable, or where any form of 
psychological self-examination is frowned upon? We should not assume that 
our own notions and attitudes about therapy are universal. Going to therapy 
is certainly not as popular or status-related in other cultures, and, in fact, in 
some cultures, the very idea of paying someone to help with one's personal 
problems is considered quite bizarre indeed. 
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Socioeconomic Differences 


Socioeconomic differences between countries, even between those that share 
the same culture or language, have a very significant effect on how music 
therapy is practiced and therefore defined. Much depends on how healthcare 
is funded and, more specifically, how services such as music therapy are 
remunerated. This is a perfect example of how the profession influences the 
discipline. In very poor countries, where priority health needs of the people 
are scarcely being met, one will find fewer music therapists and much fewer 
opportunities for music therapy services, whereas in richer countries, where 
healthcare is well-organized and well-funded, one will find more music 
therapists and much greater opportunities for music therapy services. 
Obviously, there will be differences in how these countries regard music 
therapy and its potential benefits. 

Music therapists who are called upon to meet the expectations of 
governmental funding agencies will likely conceive, describe, and offer their 
services differently from music therapists who have to be reimbursed by a 
private insurance company and those who are remunerated directly by the 
client. Here, the way music therapy is defined is influenced by who is paying 
for the services and the nature of their expectations. Providing music therapy 
services that are paid for by the government brings a different level of 
accountability than services paid for by a private insurance company and 
services that are paid out-of-pocket by the individual. Where there is greater 
financial strain to pay for music therapy services, there are bound to be 
higher expectations with regard to accountability and lower pay rates for 
services. Probably the most relevant example is the concept of “evidence- 
based” services that permeates healthcare in some countries but not others. 
Imagine how music therapists in these countries would differ in their 
definition of music therapy. 

This in turn points to differences in how different economic systems 
(e.g., capitalism, socialism, communism) affect the economy and how the 
healthcare system is funded. Capitalism brings a more individualistic bias to 
the benefits of therapy, whereas socialism and communism bring a more 
collective bias. In capitalistic countries, healthcare and music therapy services 
in particular are more likely to be funded by individuals or insurance 
companies, whereas in socialist and communist countries, they are more 
likely to be funded by the government through taxes. Needless to say, the 
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accountability for music therapy can differ drastically, and this can affect 
how music therapy services are conceived and provided. 


Still Developing 


Music therapy is still developing; it is still in the process of becoming. 
Though the idea of using music in therapy is thousands of years old, it was 
not until the 20th century that a sufficient body of knowledge was gathered 
and documented to create a “discipline.” Thus, as a formal discipline, it is 
still quite young. Theories are just beginning to take shape, and research 
needs are now becoming more clearly defined. 

As a “profession,” music therapy is only a few decades old. In the 
United States, the birth of the profession can be traced back to the founding 
of the National Association for Music Therapy in 1950—a mere 60+ years 
ago. Because it is so young, its identity as a profession has not yet fully 
emerged within the education and health communities. The final job title and 
position description have not yet been written. 

The implications for defining music therapy are many. Music therapy 
cannot be defined only in terms of its present status, but must remain open to 
its future possibilities, both as a discipline and a profession. “Music therapy 
is not only what it is today, it is also what it promises to be when fully 
developed” (Bruscia, 1987b, p. 26). 

It should also be mentioned that music therapists have had to forge 
their identity in a socioeconomic and political climate that is both demanding 
and changing. Music therapy has had to grow up in a “fast-lane” culture 
where health professionals are expected to produce results no less 
spectacular than space travel, and at a time when the values of intimacy and 
art are easily compromised by the prowess of science. 

With these cultural challenges have come economic pressures. 
Governmental priorities for healthcare are constantly shifting, and funding 
streams appear and disappear in quickly changing landscapes. Deinsti- 
tutionalization and mainstreaming have been largely accomplished, but their 
long-term effects are only now beginning to emerge. As‘a result, job markets 
have appeared and disappeared like mirages, and music therapists have had 
to stretch their professional identities to their limits in order to accommodate 
each wave of health reform. The goals and methods of music therapy have 
had to expand to meet the needs of new client populations and to 
accommodate the changing needs of more familiar populations. At the same 
time, music therapy is being revolutionized by current changes in the 
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philosophy of science and the dramatic increase in holistic approaches to 
healing. 

It is important to realize that environmental pressures are not unusual 
or necessarily detrimental to the process of identity formation. Without such 
pressures, music therapy might not have developed the incredible richness 
that it has today; on the other hand, the price for such diversification may 
very well be a loss of boundaries and identity confusions. How far can music 
therapy stretch? 


Implications 


Given all of the challenges inherent in defining music therapy cited in this 
chapter, it is very unlikely that a universally accepted or final definition will 
ever be formulated. Music therapy is too broad and complex to be defined or 
contained by a single culture, philosophy, treatment model, clinical setting, 
or individual definer. This is precisely why there are so many different 
definitions of it, and why the definition offered in this book is called a 
“working one.” We are and we will always be in the process of defining — for 
the answers to the diverse issues and questions raised here will always vary 
according to the definer and the context in which the defining takes place. 
The important point is that the purpose of creating a definition is not to 
determine once and for all what music therapy is; it is merely to establish a 
new perspective or approach for conceiving it; it is another attempt to 
answer the basic core questions. Thus, every definition is important because, 
when we examine how the definer has answered the myriad questions and 
challenges inherent in the task, we have an opportunity to broaden and 
deepen our understanding of music therapy. 


3 


AN ANALYSIS OF 
EXISTING DEFINITIONS 


Both previous editions of this book presented several definitions of music 
therapy by authors, practitioners, and associations. In the 1989 edition, 44 
such definitions were presented; in the 1998 edition, 60 were presented. 
Though these definitions provided an excellent resource for both editions, 
they were not analyzed in any systematic way or used directly as the basis 
for creating the 1989 or 1998 definitions. 

For the 2014 edition, a detailed analysis was made of the over 100 
existing definitions shown in Appendix A. The purpose of the analysis was 
to further illuminate the issues inherent in the task of defining music therapy, 
to aid in making revisions in the 1998 definition, and to clarify how the 2014 
definition compares to existing definitions. 

The first step in the analysis was to break down each definition into its 
main grammatical and semantic units. The following units were contained in 
most definitions. 


e Predicate Noun: the noun used after “music therapy is 
___”; the word used to identify, define, or describe the 
subject. For example, music therapy is the use, or 
application, or method. 

e Descriptors: the adjectives used to describe the predicate 
noun. For example, music therapy is the prescribed use, or 
a systematic process, or a situated practice. 

e Agents: What follows the predicate noun after the 
preposition “of’? What is the agent named in the 
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definition? For example, the use of music, of sound, of 
movement, and so forth. 

e Clinical Context: What other agents or strategies were 
identified in addition to the main agent (i.e., music), and 
how do they operate together in music therapy practice? 

e Setting: Where and/or in what capacity is music therapy 
used? For example, in schools and hospitals, or in 
rehabilitation and treatment centers. 

e¢ Outcome: What is given as the purpose, goal, or outcome 
of music therapy? Usually, the outcome had two 
components, the infinitive (to promote) and the object 
(health). 

e Recipients: How are recipients of therapy named or 
described? 

e Therapist: How is the therapist named or described? 


Each definition was then parsed into the above units and recorded in 
the Microsoft program Excel. The entire worksheet was then reviewed to 
ensure that the words entered in each column could be grouped 
appropriately with others in the same column. For example, definitions 
containing the predicate noun “application” were made a subcategory of the 
predicate noun “use,” and the cell was labeled “use/application.” The Excel 
program was then used to alphabetize the contents of each unit (or column) 
in order to group together definitions according to different predicate nouns, 
descriptors, etc. This turned out to be the best way to conceptualize the main 
differences and similarities between the definitions. 

What follows is a discussion of each unit or column of the definitional 
data, sometimes in terms of the frequency with which any term was found 
(e.g., how many definitions included the descriptors “prescribed” or 
“systematic’) and sometimes in terms of the meaning and implications of the 
term itself. Thus, the aim was not only to find the most agreed upon or 
frequently used terms or concepts, but also to identify the many different 
ways of conceptualizing music therapy. 


Predicate Nouns and Descriptors 


In reviewing predicate nouns and descriptors, three schemas were identified: 
the tool schema, the process schema, and the identity schema. See Table 3-1. 
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In the tool schema, music therapy was defined as the “use of’ or 
“application of’ something, or a collection of “techniques.” These definitions 
present music therapy as a “tool” or implement to accomplish something, or, 
in the same vein, as a specific type of intervention—a particular type of 
“means to an end.” 

Notice how the different descriptors for this schema emphasize that 
music therapy is an intentional, scientific, or technological use of something 
and that its use is based on a certain knowledge and skill base used by a 
professional. 

In the process schema, music therapy was defined as a “process,” 
“approach,” “form” of treatment, or “framework.” These terms suggest that 
it is a multifaceted and perhaps more complex way of working that involves 
more than one “tool” acting in complementary and reciprocal ways. As such, 
a process is a more relational notion than a tool; moreover, a process suggests 
that music therapy can be an interpersonal endeavor, as well as an objective 
or scientific one. 

Notice how much more varied the descriptors are in this schema. Some 
imply that the therapist must be intentional and well-informed, some imply 
that the process is relational and client-centered, and others imply how 
multifaceted music therapy is (scientific, artistic, creative, and expressive). 

In the identity schema, music therapy was defined as a discipline, 
practice, or profession. These definitions imply that a meta-perspective is 
needed to identify where music therapy belongs in the larger frame of 
healthcare. Is it a practice, discipline, or profession, and where and how is it 
situated? 

Notice how the descriptors in this schema attempt to clarify the 
position and status of music therapy among the healthcare disciplines, 
including its independence, and its legitimacy. 


The Agents 


The next unit was concerned with what was being “used” as a too] or means 
of therapy, which elements or factors were involved in the process, and 
which determined the boundaries of the discipline. As shown in Table 3-2, 
four streams of thought were identified: 


1) Music is the only agent of music therapy listed. 
2) Music and sound are listed as co-agents, sometimes 
including movement. 
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Table 3-1: Predicate Nouns and Descriptors 
in Definitions of Music Therapy 


PREDICATE 
NOUN 
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PREDICATE NOUNS 


TOOL SCHEMA | PROCESS IDENTITY 
SCHEMA SCHEMA 


aoe 
Collection of 
Techniques 


Prescribed 
Individualized 
Planned 

Direct 
Conscious 
Controlled 
Scientific 
Clinically based 
Evidence-based 
Structured 
Systematic 
Skillful 
Professional 
Specialized 
Functional 
Creative 


Process 
Approach 
Form 
Framework 
Collaboration 
Experience 


Planned 
Purposive 
Systematic 
Goal-directed 
Resource- 
oriented 
Curative 
Scientific 
Artistic 
Aesthetic 
Creative 
Interpersonal 
Knowledge- 
based 
Regulated 
Methodical 
Temporally 
organized 


Practice 
Discipline 
Profession 
Theory 
Art 
Science 
Service 


Scientifically 
based 
Expressive 
Paramedical 
Allied Health 
Established 
Behavioral 


Supportive 
Medically 
prescribed 
Diagnosis- 
specific 
Situated 
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Table 3-2: The Agents of Music Therapy 


MUSIC ALONE 


Music 

Music process 

Music stimuli 

Music activities: active and passive; 
specially organized 

Music and music activities 

Music and ali of its facets (physical, 
emotional, mental, social, aesthetic, 
and spiritual) 

Music, the art of 

Music, the elements of (rhythm, melody, 
harmony, timbre, dynamics, etc.) 

Music and its special qualities 

Unique properties and potentials of 
music 

Inherent therapeutic potential found in 
the basic components of music and in 


music as a complex art form 
Music, its elements and their influences 
on the human being 
Predominantly improvised music 
Musical feelings and emotions 


SOUND AND MUSIC 


Sound and music 

Sound (musical or not), music, and 
movernent 

Sound, music, and noise (receptive or 
creative, recorded or live) 


MUSIC AND RELATIONSHIP(S) 


Music within a therapeutic relationship 

Musical media within a therapeutic 
relationship 

Musical media with a therapeutic 
relationship between one or more clients 
and one or more therapists 

Musical and interpersonal relationship 
between therapist and client 

Musical experiences and the relationships 
that develop through them 

Mutual relationship between client and 
therapist 

Trifold relationship between therapist, 
client, and music 

Therapist and client working together 
musically 


MUSIC AND THERAPIST 


Music and therapist's skills 
Music and the therapist's self 


SOUND, MUSIC, AND 
RELATIONSHIP(S) 


Organized sound and music within an 
evolving relationship 

Sound-music language within patient- 
therapist relationship 

Unique potentials of music, sound, and 
movement, and the relationships that 
develop through experiencing music 
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3) Music and the therapist are listed as co-agents. 
4) Music, therapist, and other inherent relationships 
are listed co-agents. 


Notice that in some definitions, music is listed by itself without further 
explanation of what makes it therapeutic. In others, certain elements, 
components, facets, or qualities of music are specifically identified as 
therapeutic agents, and in yet others, the definer simply refers to the unique 
therapeutic potentials or influences that music has. Some definitions specify 
the agent of therapy as music activity, music experience, music process, 
music feelings and emotions, or the art of music; others go even further by 
specifying particular kinds of musical involvement that are therapeutically 
significant, such as active and passive, vocal and instrumental, receptive and 
creative, predominantly improvised, and recorded and live. 

Similarly different conceptions are implied in regard to the co-agents. 
Some list the therapist as a co-agent and others point to specific relationships 
formed when client(s) and therapist interact through music. 


Descriptors for the Music Therapist 


Table 3-3 shows how the therapist is variously described and how 
painstakingly certain distinctions are made. Does the provider of music 
therapy have to be a music therapist by training, experience, credential, or 
profession? Or, can it be a professional, person, or individual without such 
qualifications? Does music therapy even take place if not implemented by a 
“music therapist” who meets specific requirements? And then, of course, 
what must these qualification requirements include? At the most basic level, 
what are the defining features or characteristics of a music therapist? 


Descriptors for the Beneficiaries 


As shown in Table 3-4, potential beneficiaries of music therapy may be 
individuals, groups, communities, and/or even society and the environment 
themselves. There are two ways that this is possible. In the first, the music 
therapist focuses on inducing change in an individual, and then, because of 
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the very nature of the change made by the individual, the individual in turn 
causes the group, community, society, and/or environment to change 
accordingly, without further involvement of the therapist. The underlying 
belief here is that the individual is the social, and the social is the individual; 
thus, any change in the individual is automatically a change in the social. 
Conversely, all changes in the group, society, or environment trigger changes 
in the individual. 


Table 3-3: Descriptors for the Music Therapist 


Music therapist None 
With training as musician, clinician, and 
researcher 
Qualified 
Accredited 
Certified 
Trained 


Therapist Trained 


- Artist who sensitively and creatively 
moves with and guides the process 
Resource and guide 


Professional Credentialed 
Who has completed an approved music 
therap g 
Individual or Person With appropriate training 
Specially trained 
Professionally trained 


The second way is for the music therapist to simultaneously focus on 
two or more beneficiaries. This is done by taking a contextual or milieu 
approach or working “in situ.” For example, music therapists may work with 
an individual within the context of the family, separately and/or together, so 
that all parties are making changes amenable to healthier relationships 
between all members of the family. Another example is working to integrate 
a group of institutionalized children into the community, by preparing the 
group and the community for that integration. 
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Names given to individual recipients of music therapy vary widely 
according to clinical setting, theoretical orientation, and culture. In schools 
and in educational or behavioral orientations to music therapy, recipients 
may be called students. In hospitals and in medical orientations to music 
therapy, they are patients, and in clinics and private practice, or in a 
humanistic orientation, they are clients. But this also varies according to 
country. In some countries and languages, “client” means customer, so to 


Table 3-4: Descriptors for Beneficiaries of Music Therapy 


BENEFICIARY HEALTH CONCERN HEALTH DOMAIN 
Client Need Motor 

Patient Challenge Sensory 

Individual Handicap Somatic 

Person Difficulty Physical 

People Disability Medical 

Human being Disorder Emotional 

Children Disease Behavioral 

Adults Illness Mental 

Group Limit Intellectual 


Family 


Community 


Needs 

Problem 
Pathology 
Inappropriateness 
Atypicality 


Resource 


Relational 
Interpersonal 
Social 
Psychological 
Developmental 
Quality of Life 


Goal area 
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call a recipient of music therapy a client is inappropriate. In some cases, 
“patient” is considered the only appropriate name; in others, it is not. 

An extensive array of health concerns is associated with the 
beneficiaries of music therapy. Notice that these concerns are mostly 
problem-oriented. That is, clients or patients in music therapy are defined as 
having a problem of some kind. Interestingly, however, this is countered by 
the aims of music therapy given in the majority of these same definitions, 
which are decidedly positive in orientation. In nearly all cases, the aim of 
music therapy is a positive achievement rather than an attempt to fix or 
resolve a problem. 


Aims and Outcomes of Music Therapy 


Existing definitions present a complex picture of the overall aim of music 
therapy. The aim generally reveals the boundaries given or not given to 
music therapy, as well as basic beliefs about its very nature. Some definitions 
describe practice within a particular setting or with a particular population, 
while others are intended to describe all of music therapy practice. 

To handle these complexities, the aims stated in existing definitions 
were parsed into three elements: efforts, outcomes, and domains. In Table 3- 
5, the effort column gives the main categories found with regard to what 
music therapy (and all of its various agents) “does” for the client, as revealed 
by the infinitive phrase. The outcome column gives the desired effects of 
music therapy, as revealed in the object of the infinitive phrase. Thus, for 
example, music therapy is the use of music “to improve physical and mental 
health.” “Improve” is the effort, and “health” is the outcome. Table 3-6 
shows categorized domains associated with the outcome. In this example, 
“physical” and “mental” are the domains. 

Much can be gleaned from these two tables. In Table 3-5, the 
categorization of effort shows that, despite differences in word choice, 
different definers have similar ideas about what music therapy does. When 
the categories themselves are examined, however, important differences can 
be found in how directive these efforts can be. Consider the subtle differences 
between enabling and supporting, or helping and guiding, or promoting and 
effecting. Implicit in these word choices are not only differences in how 
directive music therapists believe practice should be, but also how they are 
viewing the beneficiary in relation to the therapist. For example, a therapist 
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Table 3-5: Aims and Outcomes of Music Therapy 


EXAMPLES OF AIMS AND OUTCOMES 


To allow or enable growth, changes, achievement 

To create opportunities for growth 

To facilitate development, functioning over time, changes, communication 

To draw forth: use of the imagination, decision-making, and realization of 
dreams 


To nurture the discovery process 
To encourage and support learning, relearning, discovery process 


SUPPORT 


HELP 
ACTIVATE | To mobilize reactions ; 
To motivate goal attainment and change 


PROMOTE To foster interpersonal contact and communication 

To promote healing, health, change, welfare, goals, aims, expression, health 
capabilities, musical health 

To pursue therapeutic goals and aims 


IMPROVE To improve health, well-being, state, integration, functioning, skill 
To develop potentials, expression, conscience, functions, resources 
To optimize or increase wellness potential 
To strengthen the creative process 


GUIDE To lead, direct toward, move toward: development, health, well-being, 
wholeness 


EFFECT Integrate: individual, aspects of self 

Bring about: changes, understanding, adjustment, development, stabilization, 
acceptance 

Give: therapeutic effect, new possibilities 

Establish, improve, modify, maintain, or restore: health, change, functions, 
skills, well-being , 

Remove/relieve/support: needs, dystunctions, symptoms 

Produce: condition 

Remove/relieve: needs, dysfunctions, symptoms 

Influence: changes, psychical process 

Meet/address: needs 

Minimize: problems 

Change, alter, modify, replace: behaviors, attitudes 

Accomplish: therapeutic goals and aims 

Address: needs, dysfunctions 

Effect: changes, learning 


To aid or assist client in becoming more integrated 
To help client achieve goals or find the resources to resolve problems 
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Table 3-6: Targeted Domains of Music Therapy 


GENERAL STATES 
e Health 
e Health capabilities 
e Musical health 
e Well-being 
e Wellness 
e Wholeness 
e Integration 
e Quality of Life 
e Self-Actualization 
e Stabilization 
e Acceptance 
e Understanding 
e Independence 
e Adaptability 
e Balance and integration 
e Freedom to change 
PROCESSES 
e Learning 
e Habilitation 
e Re-learning 


« Developmental Growth 
e Discovery of Resources 
UNSPECIFIED DOMAINS 


e Individualized Goals 
e Beneficial Changes 


e Possibilities for Action 


e Nonmusical goals 


FUNCTION AND SKILL AREAS 


e Rehabilitation, restoration 


e Therapeutic Goals or Effects 


e Possibilities for Development 


e Physical, medical, 
physiological 

e Motor, sensorimotor 

e Intellectual, mental, 
cognitive, psychical 

e Emotional, affective 

e Language, communication 

e Social, contact, relationships 

e Environment 

e Spiritual 

e Biopsychosocial 

e Life skills 

e Academic 

e Musical and nonmusical 

e Self-Expression 

e Functioning in environment 

e Adjustment to society 


PROBLEMS 


e Undesirable behaviors 

e Maladaptive or pathological 
conditions 

« Illness 

e Disability 

e Symptoms 

« Needs 

e Problems 

e Pain 

e Stress 


CHANGE 


e Behaviors and behavior 
patterns 
e Feelings 


Analysis of Existing Definitions 33 


who works to enable a client has a different view of the client’s needs and 
roles and the therapist's roles and responsibilities than a therapist who seeks 
to effect change in the client. The implications are that the more directive the 
effort, the less capable the client is and the more active the therapist is, and 
vice versa, that the less directive the effort, the more capable the client and 
the less active the therapist. Of course, this correlation is not merely the 
function of how the therapist views the client. In fact, some client 
populations are less capable and do need more effort from the therapist, 
whereas others are more capable and do not. 

Table 3-6 obviates the problem of how narrowly or widely music 
therapy is defined in terms of its potentials or benefits, which in turn poses 
questions about its identity in relation to other disciplines and professions. 
Does music therapy deal with health only, or does it also deal with 
psychotherapy, special education, and spirituality? How widely is health 
defined? Does it include well-being and quality of life, as well as all the areas 
of functions and skills listed in the table? Are music therapists health 
professionals? 


Conclusions 


If we assume that every definition and every definer’s perspective are of 
value, we can learn much from the above analysis about how to ensure that 
the 2014 definition is appropriately inclusive. Specifically: 


e When used in a therapeutic context, music is a means to 
an end, a medium in which various means and ends can 
be identified and pursued and an end in itself. Music 
contributes to therapy as a tool, a process, and an 
outcome. 

e A definition of music therapy must clearly indicate 
whether the definition refers to practice; to the entire 
discipline of theory, research, and practice; or to the 
profession. 

e Descriptors of music therapy (e.g., systematic) must be 
broad enough to include many different characteristics 
and qualities deemed significant by music therapists. 

e A definition must clearly identify the main agents 
operating in music therapy and to the extent possible 
describe how these agents act in tandem. 
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The qualification requirements of a professional music 
therapist need to be clarified. An issue is whether music 
therapy takes place when the service provider does not 
meet these qualification requirements. 

The terms used for the beneficiaries of music therapy 
need to be selected and defined carefully. An issue is 
whether the beneficiary is defined as having a problem of 
some kind. 

Culture, language, and_ sociopolitical factors affect 
nomenclature and concepts of music therapy. 

To be complete, a definition must specify the aim in terms of 
three variables: the role or effort of the therapist and music, 
the desired outcome, and the domain or area of concern 
associated with that outcome. An issue is the level of 
specificity needed to make the definition applicable to all 
populations served by music therapy. 

The definition of beneficiaries of music therapy is directly 
related to how the aim of therapy is stated. 

A definition must take into account the wide range of 
clientele served by music therapy, which determines the 
nature of the effort, outcome, and domains. 


4 


A WORKING DEFINITION 


Caveats 


The purpose of this chapter is to offer a working definition of music therapy 
for 2014 that considers the most significant issues raised by the 
deconstruction party (see the Introduction) as well as the analysis of existing 
definitions (see chapter 3); that synthesizes to the extent possible variations in 
the definitions found in the literature; and that provides boundaries that are 
appropriately inclusionary as well as exclusionary. 

Several assumptions are implicit in offering such a definition. First, it is 
assumed that music therapy can be defined regardless of its ontological 
status, that is, regardless of whether it exists in reality or is merely a 
construction or discourse as proposed by some authors. Second, it is 
assumed that existing definitions can be synthesized across those cultures, 
contexts, and languages that are similar enough. The 2014 working definition 
is clearly situated within Western cultures that use the English language for 
scholarly purposes and therefore may be relevant only to contexts therein. 
Third, it is assumed that the working definition is a co-construction of the 
author, who is situated in American music therapy perspectives; experienced 
music therapy colleagues in the USA, Canada, Europe, and Australia who 
have offered their input on the definition and text; and other authors and 
organizations around the world that have published their own definition. 
Fourth, it is assumed that the working definition is not universal in 
relevance. 

The definition is a theoretical one. Its purpose is to enable professionals 
and students to examine conceptual issues involved in defining music 
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therapy. It is not intended for lay audiences, and it may not be useful when 
describing music therapy to other professionals for the first time. 

What follows is the working definition and then brief explanations of 
each word or phrase. These explanations provide an overview for the in- 
depth discussions that follow in subsequent chapters. 


A Working Definition 


Music therapy is a reflexive process wherein the therapist helps the client 
to optimize the client’s health, using various facets of music experience 
and the relationships formed through them as the impetus for change. 
As defined here, music therapy is the professional practice component 
of the discipline, which informs and is informed by theory and research. 


Reflexive Process 


To employ a reflexive process, the therapist makes continuous efforts to 
bring into awareness, evaluate, and, when necessary, modify his work with a 
client— before, during, and after each session, as well as at various stages of 
the therapy process. This is accomplished through self-observation, self- 
inquiry, collaboration with the client, consultation with experts, and 
professional supervision. The main concerns are that the goals and methods 
of therapy adequately address the client’s needs and resources and that client 
progress is being monitored accordingly. The therapist also monitors his 
level of directiveness in working with the client and maintains an awareness 
of his professional boundaries, responsibilities, power, emotions, and 
sociocultural differences from the client. To be reflexive is also to stay well 
informed about music therapy and the client and to ensure that the safety 
and well-being of the client are always foremost. 

As a process, music therapy is a health-focused interaction between 
client and therapist—not just any experience that happens to be positive, 
beneficial, or health-enhancing. Specifically, there must be an interaction 
between client and therapist specifically aimed at optimizing the client's 
health. In music therapy, three main agents are minimally involved: the 
client(s), the therapist, and the music. The process of therapy proceeds on the 
basis of a mutual commitment between client and therapist to work together 
for the client's benefit. 
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Music therapy is a methodical process on two levels. At the “session” 
level, the actions and interactions of client and therapist are sequenced to 
motivate and sustain the client's engagement in the therapeutic music 
process and to maximize the effectiveness of each experience in moving the 
client closer to the goal. At the “stage” level, successive music therapy 
experiences are sequenced so that the client is introduced to therapeutic 
challenges at the appropriate time, that is, when the client is ready to work 
on them, and when the client has discovered the resources needed to 
accomplish them. This in turn ensures that the client undergoes the therapy 
process according to a developmentally meaningful sequence of learning, 
growth, or change. 

The unique features of the music therapy process are that it is sound- 
centered, beauty-centered, creativity-centered, and relationship-centered. It is 
also knowledge-based, and regulated. 


Therapist 


A music therapist is a person who makes a commitment to help a client with 
a health-related goal through music, using his expertise and credentials 
within a professional relationship. There are several essential ingredients to 
this definition of a therapist: a commitment, a helping role with client, health- 
related and music-based treatment, certain qualifications, and a professional 
relationship. 

The therapist is defined as a person who makes a commitment to help 
the client with a particular health objective, by providing a particular kind of 
service; the client (or parent, guardian, or institution acting on behalf of the 
client) agrees to accept the help and services offered by the therapist and to 
remunerate the therapist in some way for them. Although the agreement 
between client and therapist involves an exchange of therapist services for 
client remuneration, it is not reciprocal in kind. The client and therapist do 
not exchange the same kind of help. 

Therapy is defined as not just any kind of help, and a therapist is not 
just any kind of helper. By definition, it is an effort to optimize the client's 
health; a therapist, by profession, is a person who helps the client to do so. 
Thus, the specific kind of help that a therapist gives to a client is first and 
foremost health-related. 

The professional services of a music therapist are defined and 
delimited by those health concerns of the client that can be addressed through 
music. The music therapist does not provide the client services in other 
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therapeutic modalities. Thus, any job that relates to health but not music or to 
music but not health falls outside the boundaries of professional music 
therapy 

To function as a therapist, one has to have the expertise needed to 
assume the role responsibilities required by the particular form of therapy 
being provided and client population being served. Not only must a 
therapist have the necessary knowledge and skill, but also he must be 
designated by an appropriate authority as having such. That is, a music 
therapist has to be recognized as a “trained professional” through some 
official mechanism or authority (e.g., certification or registration by a 
professional association or state licensing board). 


Helps 


The music therapist seeks to help the client in myriad ways, depending upon 
what the client needs. The first way of helping the client is to “be there” for 
her on a human level, that is, to be present and open to the clients 
experience, to empathize with and understand her circumstances, to bear 
witness to her dilemmas, to accompany her on her journey toward health, to 
offer whatever assistance or support is appropriate, to provide guidance or 
intervention if necessary, and to care. 

Clients often come to music therapy because they need to express what 
they are experiencing inside and because music provides myriad 
opportunities for helping them to do so. Music therapists may help clients by 
giving them a voice through music, that is, to engage in music experiences 
that will help them to externalize, enact, release, ventilate, represent, project, 
or document their inner thoughts and feelings. When difficult emotions are 
involved, the client’s experience can be intense and uncomfortable, and the 
job of the therapist is to hold and anchor the client—to resonate with the 
client’s struggle while also containing its intensity and to keep the client 
mindful of the outside world and the reality of being human. 

An important way of helping clients is to develop their ability to 
communicate with others. Communication goes one step further than 
finding one’s voice and interacting. It involves exchanging ideas and feelings 
with others. In music therapy, the mode of communication may be musical, 
verbal, or nonverbal/nonmusical, with special emphasis given to musical 
modes. 
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An important way that a music therapist helps the client is in fostering 
self-reflection. Self-reflection provides the client with self-awareness and 
insight, and it provides a way of testing, rehearsing, and managing reality. 

Following from this, every form of therapy can be defined as an 
attempt to find, evaluate, and choose the best alternatives in the client’s 
pursuit of health. The ongoing job of a therapist, then, is to help clients 
identify the alternatives and potentials that they need. 

Unfortunately, sometimes clients do not adequately understand their 
own health needs and what they need to do to address them. In these cases, 
the therapist serves as a guide by pointing to paths that the client can take to 
reach better health. 

Health is wholeness—a harmony of all the parts; thus, a common goal 
of music therapy is to help the client to make connections of all kinds, to put 
the parts of herself, her life, and her world together into a harmonious whole. 

An impediment that some clients experience in pursuing health is the 
trauma, abuse, or negligence that they have endured. Redress is any attempt 
the therapist makes to help the client to meet unmet needs, as appropriate to 
the therapist-client relationship. This might include providing the client with 
whatever has been deprived from him or her in the past, making restitution 
for something or someone the client has lost, or finding ways to compensate 
the client for an injury, illness, or trauma. 

Similarly, sometimes clients have ingrained thoughts, behaviors, or 
emotions that threaten the safety and well-being of themselves and others 
and that are not sufficiently controlled by the client without some kind of 
outside intervention. In these cases, the therapist has to help the client by 
intervening as necessary to prevent any destructive behaviors of the client. 

One of the ironies of therapy is that clients may not have the necessary 
motivation to invest in the therapeutic process or make the desired changes. 
Music therapists help the client to become more motivated through the sheer 
joy of making and listening to music. 

For any number of reasons, some clients have encountered difficulties 
in life that have made them lose sight of their value as human beings and as 
individuals, and some have always lacked a sense of self-worth. An 
important way in which music therapists can help clients is by validating and 
affirming their resources and reassuring them that their worth is not 
dependent upon any one aspect of themselves, but instead is based on their 
intrinsic value as human beings. 

All of the above ways of helping the client are predicated on the 
therapist's caring for the client. A therapist helps a client and carefully 
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monitors this help because he cares for and about the client. To care is 
essential to helping and serving the client. 

Finally, the therapist can help clients in these ways only if he preserves 
and safeguards his own personal and professional health as a therapist. To 
help clients through music and therapy, the therapist must be able to help 
himself through them as well. 


Client 


A client is any individual, group, community, or environment that needs or 
seeks help from a therapist, in the form of services provided within a 
professional relationship, for the purpose of addressing a health-related 
concern or goal, using music experiences and the relationships formed 
through them. 


To Optimize the Client’s Health 


To optimize is not merely to improve or to promote; it implies that efforts are 
made to bring the client to her highest level of potential in becoming healthy, 
both specifically and generally. Health encompasses and depends upon the 
individual and all of his/her parts (e.g., body, psyche, spirit) and the 
individual’s relationship with the broader contexts of society, culture, and 
environment. There are two orientations to health: In the pathogenic 
orientation, health is an either-or condition, defined by the presence or 
absence of illness; in the salutogenic, health is a continuum that includes all 
degrees of health. The definition of health proposed here is the process of 
achieving one’s fullest potential for individual and ecological wholeness. 


Using Various Facets of Music Experience 


Music therapy is distinct from other modalities because of its reliance on 
music experience as an agent, medium, and outcome for change. The way 
music therapists define “music experience” is based on the clinical contexts 
in which they work. Of particular importance is a nonjudgmental acceptance 
of whatever the client does musically and clear priorities with regard to the 
purpose, value, and meaning of music within the therapy process. 

Music is difficult to define, and, in therapy, the matter is further 
complicated by the notion that therapy depends upon not merely the music, 
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but also the client’s experience of it. Every music experience minimally 
involves a person, a specific musical process, a product of some kind, and a 
context or environment. Thus, the music used for therapy is not merely an 
object that operates on the client, but rather it is a multifaceted experience 
involving the client, process, product, and context. 

In this book, music is defined as the human institution in which 
individuals create meaning and beauty through sound, using the arts of 
composition, improvisation, performance, and listening. Meaning and 
beauty are derived from the intrinsic relationships created between the 
sounds themselves and other forms of human experience, as well as the 
universe itself. 

Four specific types of music experience serve as the primary methods 
of music therapy: listening, improvising, re-creating, and composing. These 
experiences can be used alone throughout one session or combined with one 
another within the same experience or session. Each can be presented with 
emphasis on different sensory modalities, with or without verbal discourse, 
and in various combinations with the other arts. Facets of these music 
experiences that can be used for therapeutic purposes are physical, 
emotional, mental, relational, and spiritual. Depending on how intrinsically 
musical the sounds and activities are, the experience may be described as 
premusical, musical, extramusical, paramusical, or nonmusical. 


And the Relationships Formed Through Them 


Music affords the client opportunities to develop multifaceted relationships 
within and between the self, others, and the various worlds in which they 
live. Music experiences can be designed to highlight relationships between 
parts of a person, between one or more persons, between a person and her 
sociocultural or physical environment, between a person and an object, or 
between objects. In music, these relationships can be manifested and 
experienced physically, musically, mentally, behaviorally, socially, or 
spiritually. Thus, for example, music experiences may be designed to explore 
relationships between two opposing feelings that a client has, between 
different parts of the client’s body, or between the client’s music and his/her 
feelings about a significant other. Or, music experiences might be used to 
explore relationships between the client’s feelings and therapist's feelings, 
between the client's music and the therapist's music, between the client's 
thoughts and the feelings of another client or significant other, or between 
the client’s ideas and feelings and those prevalent in her sociocultural setting. 
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Accordingly, these relationships can be described as intrapersonal, 
intramusical, interpersonal, intermusical, and sociocultural. Of central 
significance to the therapeutic process is the client’s relationship to the 
therapist and to the music. 

In the context of this definition, “formed” refers to those relationships 
already formed by clients and therapist in their own lives, including their 
relationships to music, as well as those relationships that are purposely and 
subsequently formed during the therapeutic process. 


As the Impetus for Change 


The impetus for change in music therapy arises directly out of outcome- 
oriented strategies and/or experience-oriented strategies. In outcome 
oriented strategies, music experiences and relationships are used by the 
therapist to induce targeted change in the client. In experience-oriented 
strategies, music and relationships serve as a process or medium for the 
client to identify, explore, evaluate, rehearse, and implement changes needed 
for better health. 

Potential changes resulting from music therapy can be personal, 
interpersonal, and ecological. Personal changes are those that the client 
makes in herself, interpersonal are those that the client or group makes in 
their relationships with others, and ecological changes are those that the 
client or group makes in their sociocultural or physical environment. These 
changes may be manifested in both musical and nonmusical ways, within 
and outside of the therapy setting. These changes may also be classified as 
exterior or interior. Exterior changes are those that can be observed and 
measured (including any manifestation of interior change that is 
operationally defined). Interior changes are those subjective changes that take 
place within a person or context that are not easily observed and measured. 


A Discipline of Professional Practice, 
Theory, and Research 


As conceived in this book, music therapy is a discipline and profession in its 
own right and is not part or branch of any other discipline or profession. A 
discipline is an organized body of knowledge that includes theory, research, 
and practice, all of which inform and are informed by one another. A 
profession is an organized group of people who share, utilize, and advance 
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this body of knowledge and practices through their work as clinicians, 
supervisors, theorists, researchers, administrators, and educators. 

Music therapy is first and foremost a discipline of practice. Practice is 
the main source, aim, and application of knowledge gained in theory and 
research. As a practice, music therapy is defined and delimited to one focus— 
the process by which therapists use music experiences and relationships to 
help clients optimize their health. As a professional practice, music therapy is 
defined and delimited to services that an appropriately qualified therapist 
provides to a client within a formal or informal agreement that stipulates that 
the therapist will provide such services in exchange for remuneration. The 
discipline does not include everyday uses of music for beneficial purposes, 
the application of music with therapeutic intent by untrained individuals, or 
recreational or community work done by music therapists outside of a client- 
therapist relationship. This in no way denigrates the value of these alternate 
ways of using music beneficially. 


2) 
PROCESS 


Music therapy is a health-focused interactive process with a professional— 
not just any positive experience that a person has, either alone or with other 
people. Every experience that tums out to be beneficial, health-enhancing, or 
even “therapeutic” does not qualify as “therapy.” There are many events and 
experiences in life that lead to positive outcomes resembling the goals of 
therapy. Going to a movie, mountain climbing, white-water rafting, making 
love, singing in Handel's Messiah, attending a church service, talking to a 
friend, and eating chocolate chip cookies can all be regarded as therapeutic in 
some way; under certain circumstances, they can even lead to significant 
changes in one’s life—but none can be regarded as a “process” of therapy. 
Going further, even having a powerful, transformative, or therapeutic music 
experience is not the same as entering into the process of music therapy, 
regardless of any similarities in the depth, significance, or longevity of the 
outcomes. 

Music therapy is a process with very specific requirements. It is always 
a health-focused process, and it requires interaction between at least two 
people, who maintain specific roles as client and therapist in their sharing of 
music experiences. The process is methodical and based upon a mutual 
commitment between client(s) and therapist. It is knowledge-based and 
regulated, and it is uniquely centered on sound, beauty, creativity, and 
relationship. 


Health-Focused 


Music therapy is always a health-focused process. The goal of all interactions 
between client and therapist is to optimize the client’s health. Health will be 
defined in great detail later; for now, it is important simply to acknowledge 
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that the boundaries of music therapy process are determined by its focus on 
health as defined in chapter 10. It is this health-focused, interactive process 
that makes music therapy a form of therapy. 


Agents of the Process 


For any process to be considered music therapy, three agents must be 
involved: the client(s), the therapist, and the music. Music therapy is not 
complete without some level of participation by all three or without some 
level of interaction between all three 

By definition, therapy always involves a person in the role of client. A 
client participates to the extent possible in setting the goals and methods of 
therapy, relating to the therapist, sharing in music experiences, and making 
the changes necessary to optimize her health. This means that the client must 
offer the commitment, effort, or mere presence needed for therapy to 
proceed and succeed. The therapist and music cannot assume full 
responsibility for these aspects of the therapy process. 

By definition, therapy always involves a therapist. In order for therapy 
to take place, the process must be guided or monitored by a person who, by 
qualification and intent, acts in the capacity of a professional “therapist.” It 
does not take place when the therapist takes a role that is either not 
professional (e.g., a friend) or not therapeutic in intent. Similarly, it does not 
take place whenever helpful acts or gestures are made by persons who are 
not therapists or who are not actual participants in the process. 

Music plays an integral role in the therapy process, sometimes serving 
as a partner with the therapist and sometimes facilitating or inducing change 
in the client with little or no help from the therapist. A distinction has been 
made between music as therapy and music in therapy (Bruscia, 1987a). In 
music as therapy, music serves as the primary medium and agent for 
therapeutic change, exerting a very direct influence on the client and his/her 
health. In this approach, the therapist’s main goal is to help the client relate to 
or engage in the music, with the therapist thus serving as a guide or 
facilitator who has the expertise needed to present the appropriate music or 
music experience to the client. Today, this has been dubbed “music-centered 
music therapy” (Aigen, 2005). 

In music in therapy, music is used not only for its healing properties 
but also to enhance the effects of the therapist-client relationship or other 
treatment modalities (e.g., verbal discussion). Here music is not the only or 
primary agent of change, and its use depends upon the therapist. In this 
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approach, the therapist’s main goal is to address the needs of the client 
through whatever medium seems most relevant or suitable, whether it is 
music, the relationship, or other therapeutic modalities. 

Perhaps the best way to understand the difference is to compare them 
in terms of the focus of therapy and the context which facilitates that focus, as 
they evolve from one moment to another. When music is being used as 
therapy in a session, music is the focus of the therapeutic experience and 
thereby serves as the primary medium or agent for therapeutic interaction 
and change; the personal relationship between client and therapist and the 
use of other arts or therapeutic modalities provide a context that facilitates 
this focus. During the same session, or in another session, music may also be 
used in therapy. Here the focus of the experience is on either the personal 
relationship between the client and therapist or an experience in a modality 
other than music; music provides the context or background that facilitates 
this focus. Thus, when used as therapy, music is the foreground of the 
experience, and the relationship and other modalities are in the background; 
when used in therapy, music provides the background for the experience, 
while the relationship and other modalities serve as the foreground. 

In terms of the present discussion, this distinction clarifies that while 
music can be naturally therapeutic or healing without the help of a therapist, 
music therapy requires the skilled application of music by a professional 
therapist. The therapist may choose to use music as therapy or music in 
therapy; however, in both instances, the process requires the involvement of 
a therapist. 

Of course, to say that therapy requires the involvement of client, 
therapist, and music does not mean that other agents may not take an active 
role. Parents, significant others, and other professionals may also participate 
in the music therapy process with great benefit. Moreover, in addition to 
using music, any of the other arts may also be integrated into the music 
therapy process. 

Finally, music therapy often involves verbal dialogue between 
therapist and client and between clients. The dialogues are used as or in 
therapy, similarly to the way in which music can be used, and because both 
music and words are the means of interaction and communication, their 
utilization has to be considered in tandem. Thus, music can be the focus with 
verbal discourse as facilitative; music and verbal discourse can be used in 
tandem; and verbal discourse can be the focus with music as facilitative. 
Once again, these ways of working may shift from one experience to another 
or from one session to another. 
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Mutual Commitment: 
The Contract 


All forms of therapy proceed on the basis of a mutual commitment between 
client and therapist to work together for the client’s benefit. In general terms, 
this commitment is concerned with the focus or goals of their work together 
and how they will work together. 

Most clients come to therapy to address a particular health need, life 
problem, dilemma, trauma, or personal goal; however, some clients do not 
have the level of self-awareness and general functioning needed to recognize 
their own health needs or commit to a therapy process. Thus, while those on 
the higher levels of functioning may actively seek out therapy or self-refer, 
those on the lower levels are usually referred by parents, guardians, or other 
professionals, or they are placed in an appropriate program. Obviously, this 
greatly affects the level and nature of the commitment that the client can 
make to the therapy process. 

In turn, the client's ability to recognize and address her own needs also 
determines the extent to which she can participate in formulating the goals 
and methods of music therapy. See the chapter on “client” for more detail on 
the levels of awareness that clients may have upon entering music therapy. 
For now, it can be said that with higher-functioning clients, the therapist and 
client can collaborate and jointly decide on goals and methods, whereas with 
lower-functioning clients, the therapist works with the parents, guardians, 
other professionals, and/or institutions to formulate the most appropriate 
goals and methods. 

All such decisions and commitments are often referred to as a contract. 
The therapy contract can be more or less specific, depending on how clear 
both client and therapist are with regard to the desired outcomes. In some 
cases, both client and therapist are uncertain about what will unfold in the 
therapy process with regard to the client’s therapeutic needs. Here the 
contract will be very informal and exploratory in nature. In another case, the 
therapist has a better idea of what is likely to unfold than the client, so the 
agreement will consist of the client giving assent or informed consent to what 
the therapist explains about their work together. In another case, the client 
will have a very specific goal in mind and will enter the therapy process with 
the condition that the therapist work with that goal in mind. In yet another 
case, the therapist does an assessment of the client and proposes to the 
parents, institution, and/or team of professionals what the goals and methods 


48 Process 


should be, and a joint decision is then made on behalf of the client. (This is 
essentially the kind of contract used with special children in the schools.) 

In conclusion, a contract may be explicit or implicit, formal or informal, 
verbal or written, collaborative or hierarchical, and only sometimes involve 
the client directly. 


Methodical 


Music therapy is a methodical process on at least two Jevels. At the “session” 
level, the actions and interactions of client and therapist are sequenced within 
sessions to motivate and sustain the client's engagement in the therapeutic 
music process and to maximize the effectiveness of each music experience in 
moving the client closer to the goal. At the “stage” level, successive music 
therapy experiences are sequenced across sessions so that the client is 
introduced to therapeutic challenges at the appropriate time, that is, when 
the client is ready to work on them and when the client has discovered the 
resources needed to accomplish them. This in turn ensures that the client 
undergoes the therapy process according to a developmentally meaningful 
sequence of learning, growth, or change. 


Session Structure 


Depending on client need, music therapy may provide opportunities for 
free-flowing, partially structured, or very highly structured music 
experiences. In the free-flowing experience or session, the therapist follows 
the client’s lead from moment to moment and allows the client and music to 
determine the direction and flow of the interactive process. The therapist 
may use repeated procedural cycles to organize the session. For example, in 
an improvisation session, the therapist may begin by musically matching 
whatever the client is doing, then trying to evoke or form a musical idea, and 
then exploring the musical idea to further develop the client’s musical 
expression and interaction. These steps are repeated as the client responds 
moment to moment. 

Unlike the free-flowing experience or session, which has an organic 
uniformity, the structured experience or session has a clear beginning, 
middle, and end, usually moving toward and away from a focal event. Each 
is divided into specific procedural phases, each with its own objectives 
related to the overall goal of the experience or session. Here the therapist 
may be highly directive or very nondirective. The highly directed structured 
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experience is used when the therapist has set specific goals and objectives for 
the client, that is, when the process of therapy is “outcome-oriented.” The 
nondirective structured experience is used when the therapist is following a 
particular method or protocol to help the client identify and address her 
needs, that is, when the process of therapy is “experience-oriented.” 

The partially structured session is a careful combination of structured 
and free-flowing units. This kind of session is particularly useful with clients 
who are learning how to find freedom in structure and self-control, while 
finding structure and self-control in freedom. 


Stage Structure 


At the phase or stage level, music therapy experiences or sessions are 
sequenced so that the client is introduced to therapeutic challenges at the 
appropriate time, that is, when the client is ready to work on them and when 
the client has discovered the resources needed to accomplish them. This in 
turn ensures that the client undergoes the therapy process according to a 
developmentally meaningful sequence of learning, growth, or change. 

Procedurally, it involves four basic steps or phases, which may be 
carried out separately or simultaneously: assessment, treatment, evaluation, 
and termination. 

Assessment is that part of the therapy process aimed at gaining insights 
into the client as a person, to identify whatever problems, needs, concerns, 
and resources the client is bringing to therapy and to determine the 
indications and contraindications for music therapy. As a result, general 
and/or specific goals are formulated for therapy by the therapist and, 
whenever appropriate, by the client and significant others. 

Treatment is that part of the therapy process when the therapist 
engages the client in various music experiences, employing specific methods 
and techniques to achieve the goals that have been set. Most of the work in 
this phase involves preparing and conducting the actual music therapy ses- 
sions themselves. 

Evaluation is that phase of the therapy process when the therapist 
determines whether the client is making progress in attaining the goals of 
therapy. Two questions are inherent: Did music therapy work? Did the client 
and/or condition improve? As with assessment, there are a variety of 
approaches and techniques that can be used, depending on the therapist's 
orientation and the characteristics of the client. 
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Termination is that phase of the process when therapist and client have 
to bring their work to a close and prepare for separation. This may involve 
reviewing their work together and outlining the accomplishments made. It 
may also involve resolving any relationship issues and examining the 
feelings that may arise when therapy discontinues. 


Knowledge-Based 


The music therapy process is informed by a specific body of knowledge. This 
body of knowledge is composed of many oral and written traditions in 
clinical practice, a variety of theories, and an ongoing stream of research. 
When these sources of knowledge in music therapy are integrated, clinical 
practice informs and is informed by theory and research; theory organizes 
and is organized by practice and research; and research enlightens and is 
enlightened by theory and practice. 

One of the biggest challenges of any new discipline, and especially one 
that is a hybrid of many fields, is to define exactly what the knowledge base 
is. Here again, much depends upon how one defines and contextualizes 
music therapy. Consider for a moment how different the knowledge base 
would be if music therapy were defined as a branch of medicine vs. as a 
branch of psychology vs. as a branch of music. Much of the introspection and 
research on this topic has focused on identifying the specific competencies 
needed to practice music therapy. Since this is related to defining what a 
“therapist” is, it will be discussed in the next chapter. 


Regulated Process 


Finally, as a professional practice, music therapy is regulated by ethical and 
clinical standards established by the profession to guide and safeguard the 
conduct of its members when engaged in music therapy practice, theory, and 
research. These standards can be found in official codes of clinical practice 
and ethics published by the various associations throughout the world. See 
areas of common concem in chapter 8 under Ethical Practice. 


Unique Features 


How does the presence of music affect the therapy process? What does music 
bring to the process, and what makes music therapy different from other 
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forms of therapy? Conversely, what is truly indigenous and unique to the 
music therapy process? The answer to these questions lies in the synergistic 
combination of four elements that define and differentiate music therapy 
from all other modalities: sound, beauty, creativity, and relationship. 


Sound-Centered 


Music therapy is sound-centered. Most if not all of the process centers on the 
production and reception of musical sounds and/or vibrations. It is 
essentially a sound experience, whether that experience be aural and/or tactile 
in nature. 

In active forms of therapy, when clients perform, improvise, or 
compose music, they express their problems through sound, they explore 
their resources through sound, they work through conflicts in sound, they 
develop relationships through sound, and they find resolution and 
fulfillment through sound. All of this requires an ear orientation. How they 
sing and play is mediated by what they hear as they are doing it. 

In receptive forms of therapy, when clients listen to music, they take in 
the sounds and vibrations with their bodies, they apprehend sounds with 
their psyche, they hear themselves in sound, they hear the world of others in 
sound, they relive their experiences in sound, they remember in sound, they 
think in sound, and they approach the divine through sound. 

This says much about what a music therapist's specialty is with regard 
to interventions. If clients need music therapy to sound off and to be heard, 
then a music therapist has to be a quintessential listener as well as an 
eloquent creator of sound. If sound is the primary medium of 
communication in music therapy, whether through vibrations, tones, sound 
forms, or music, then music therapists, by trade, have to be “sound” commu- 
nicators. 


Beauty-Centered 


Music therapy is beauty-centered. That is, the context for the sound 
experience in music therapy is always an aesthetic one—it is always 
motivated by the search for beauty and the meaning that beauty brings to life 
through music. Thus, the very point of listening to or creating music as a 
therapeutic endeavor is to experience the beauty and meaning of life and, in 
the process, to learn how to work through the problems and challenges that 
are an integral part of the life experience. Just as music presents tension and 
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conflict, and just as it moves toward change and resolution, so does the 
human being work to become whole and thereby live life more fully. When 
this journey toward wholeness takes place within the exquisiteness of an art 
form, that is, within an aesthetic context, the journey is made that much more 
poignant, potent, and memorable. 

Clients come to therapy, no matter what their diagnoses, because they 
are having difficulties on this journey toward wholeness. At the most basic 
level, their problems have rendered them unable to find the beauty and 
meaning of their lives—they can no longer live their lives to the fullest. 

What must never be forgotten, then, is that regardless of its many 
applications and benefits, music therapy must always be an aesthetic 
endeavor. It is always essentially concerned with beauty and meaning, and 
its primary mission by design is to help clients on their journey toward 
wholeness. Thus, whether music is being used to facilitate classroom 
learning, to teach adaptive behavior, to reduce physical pain, to stimulate 
reminiscence, or to build interpersonal skills, it is and must always be an 
aesthetic endeavor. Its greatest power lies in the beauty, meaning, and 
wholeness that it brings into the lives of clients; thus, without the aesthetic, 
music therapy loses not only its greatest potency but also its basic identity. 


Creativity-Centered 


Music therapy is creativity-centered. The way sounds become beautiful and 
meaningful is through the creative process. When a client listens to or makes 
music, it involves being creative with sounds, exploring different ways the 
sounds can be arranged, perceived, and interpreted. Thus, we can say that 
the client's very participation in music therapy requires the creative process. 

Therapists often draw parallels between the creative process and the 
therapeutic process. One reason is that both are believed to involve some 
kind of problem-solving. Both therapy and the creative process involve 
examining something in detail, identifying problems and _ challenges, 
exploring alternatives and options, playing with all of the resources at hand, 
trying out what works best in solving the problem, selecting which options 
are more pleasing, and then organizing all of the decisions into a product or 
outcome that is both beautiful and meaningful. 

In music therapy, the process of solving “musical problems” is 
conceived as similar to the process of resolving “life problems,” and the skills 
learned through finding musical resolutions are believed to generalize to life 
situations. For example, in improvisational music therapy, the client works 
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on “discovering possibilities, inventing new options, choosing and testing 
alternatives, energizing, and projecting efforts through time” (Bruscia, 1987a, 
p- 364), and although these efforts take place within a musical framework, 
they can be seen as a metaphor for or even a direct manifestation of what the 
client needs to learn or accomplish in life. 


Relation-Centered 


Music experience by its very nature builds and is built upon relationships of 
all kinds. Music brings together rhythm and words, words and melody, 
melody and harmony, one theme with another theme, one voice with 
another, and soloist with accompanist, to name a few of the relationships. 
Within the person, it connects music with emotions, music with one’s life 
and significant others. It integrates body, mind, and spirit. It connects people 
in myriad relations and anchors them in their society and culture. As further 
discussed in the chapter on relationships, these are only a few of the 
connections inherent in every music experience. 


6 


REFLEXIVE 


Both previous definitions described music therapy as a “systematic” rather 
than “reflexive” process. Note 6A explains in detail why this change was 
made. 

Reflexivity is defined as the therapist's efforts to continually bring into 
awareness, evaluate, and when necessary, modify one’s work with a client— 
before, during, and after each session, as well as at various stages of the 
therapy process. As detailed in this chapter, it is important for the therapist to 
be reflexive about all components and facets of the therapy process, 
including the client, the music, himself, the goals, the methods, the outcomes, 
and so forth. 


How to Be Reflexive 


There are five main ways to practice reflexivity: self-observation, self-inquiry, 
collaboration with the client, consultation with others, and supervision. Self- 
observation requires the ability to take a metaperspective on oneself, that is, 
to step out of the ongoing situation for an instant, observe, and then discern 
what it must look and feel like to all parties involved—al! while continuing 
to participate in the ongoing session. Being self-observant as a therapist is 
very similar to the art of self-hearing, an art required of all accomplished 
musicians. The challenge is to capture what one sounds and feels like not 
only to oneself but also to those present—all while continuing to perform 
and interact. 

Self-inquiry is any effort of the therapist to reflect upon, study, or 
examine what transpired in a previous therapy session, and ideally sessions 
that have been recorded or notated in some way. The focus may be on the 
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musical interactions between client and therapist, the music materials 
created, the behavioral and verbal interactions, abreactions, and so forth. 
Going even further, a therapist may also develop a method of self- 
supervision. In fact, this chapter suggests the various questions and issues 
that therapists should ask themselves. 

Whenever possible, and to the extent possible, the therapist should 
collaborate with the client in setting the goals and methods for therapy or 
consult with the client regarding anything that has been decided by others. In 
addition, the client should participate to the extent possible in evaluating her 
own progress and the effectiveness of the methods being used and in 
shaping the client-therapist relationship. 

Usually there are many people in the client’s life who have valuable 
information or insights about the client that could help the music therapist in 
working with the client. Included are parents, guardians, spouses, children, 
and other professionals working with the client. Consulting with important 
people and professionals in the client’s life is an excellent way for the 
therapist to stay reflexive about his work with clients. 

In addition to consulting with the client and others, a reflexive 
therapist seeks supervision from an experienced music therapist. This is 
particularly helpful when work with the client is challenging for the therapist 
and when the therapist is having difficulty in maintaining his own 
reflexivity. 

As a professional, the therapist has sole responsibility for ensuring that 
he is working with each client in a sufficiently reflexive way, for, ultimately, 
the integrity and efficacy of the entire therapy process is contingent upon the 
insights gained from the various methods of reflexivity suggested above. 

The rest of this chapter describes those elements and aspects of the 
therapy process that are most important for the therapist to consider. 


Goal Integrity 


An ongoing concern for the therapist is whether the goals set are appropriate 
for the client and relevant to the client's health needs, while also being 
accomplishable through music therapy. Here are four criteria for ensuring 
the integrity of client goals: 


1) Music therapy goals must be relevant to the client's health needs. 
That is, when the client accomplishes the goal, her health need 
should be adequately addressed. 
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2) Music therapy goals must be appropriately delimited in number and 
variety. Music therapy cannot address every need of the client, nor 
should such claims be made. See Note 6B for the dangers of setting 
“holistic” goals. 

3) Music therapy goals must be feasible. The client must have the 
capability and support system needed to achieve the goals that have 
been set, and music therapy must have the potential of 
accomplishing these goals. 

4) Music therapy goals must be formulated at the appropriate level of 
specificity. Working with some clients is more effective when very 
specific outcomes are specified at the initial stages of therapy, 
whereas working with other clients is more effective when the goals 
emerge as the work progresses. 


Method Integrity 


Music therapists have a wide choice of methods to help clients achieve the 
goals adopted. The main categories are improvising, re-creating, composing, 
and listening to music, and there are endless variations to how these 
experiences can be designed to meet client needs. Therapists may choose to 
use one method exclusively, different methods at different stages of therapy, 
or a combination of methods in each session. 

Selecting and implementing the most effective method requires the 
therapist to carefully consider clinical indications and contraindications for 
the method, the level of support needed by the client to participate, and the 
levels of responsibility and contro] to be taken by client and therapist. 


Indications 


The method must provide the client with the most effective and economic 
strategy for accomplishing the goal of therapy. In other words, the method 
must be “indicated” as the best strategy for optimizing the client’s health 
through music therapy. Many such indications are presented in the chapter 
on facets of music experience. Also, see Smeijsters (2005). 
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Contraindications 


The therapist must always ensure that no harm can come to the client by 
engaging in the method and that the client will not “abreact” or react 
counterproductively to the method. Minimally, this requires that the 
therapist assess whether the client has any medical, physical, cognitive, or 
emotional conditions that might prevent safe and effective participation in 
the method. If there are contraindications, the therapist should either select a 
different method or adapt the selected method to meet the safety needs of the 
client. 


Client Preferences 


The client must be able and willing to engage in the type of music 
experiences included in this method. For example, if the method is 
improvisation, the client must be able and willing to improvise; if the method 
is listening, the client must be able and willing to listen; and so forth. This 
does not mean that the method selected should not challenge the clients 
abilities or comfort level, as sometimes these challenges are related to the 
goals. On the other hand, the method must be comfortable enough for the 
client to meet the challenges encountered. 

In addition to accommodating the client’s preference for one type of 
music activity or experience over another, the therapist must also consider 
the client’s preferences for different musical media (e.g,, vocal, instrumental), 
different styles of music (e.g., classical, jazz, rock, rap), different pieces of 
music (e.g., specific songs), and specific artists. 


Support 


When implementing any method, the therapist must carefully consider the 
kinds and levels of support specifically needed by each client. To succeed in 
any music experience, the therapist must address the client’s needs for 
emotional support, physical assistance, special instructions and cues, musical 
assistance, and a supportive environment. 
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Directiveness 


Directiveness is the extent to which the therapist leads vs. follows the client 
in making the many decisions involved in the therapeutic process. Such 
decisions might include setting the goals of therapy, determining the 
methods to be used, managing the session, choosing and providing the 
music, and establishing the roles and relationship parameters of all of those 
involved. Depending on the client, the therapist may take responsibility for 
some of these decisions, while relying on the client to take responsibility for 
others. Or, the therapist and client may jointly determine one or more aspects 
of their work together. In some cases, other professionals or the parents 
participate in the decision-making. 

It is important for the therapist to be reflexive about how decision- 
making can be shared by the therapist and client. It is not necessary or 
advisable for the therapist to control everything about a session or about the 
therapy process itself. The capabilities of each client must be considered so 
that the client can participate in decision-making to the extent possible. All 
clients, even the most impaired and vulnerable, offer or present something 
that the therapist can accept as a lead, something from which the therapist 
can take direction, whether it is the reflexive vocal sounds a newborn makes, 
the breathing pattern of a person in a low arousal state, or the perseverative 
behavior of a child with autism. 

There is always a danger that a therapist will underestimate how 
directive he is with a client, so it is important to be reflexive about how many 
decisions the therapist is making on behalf of the client without considering 
the many decisions the client is able to make. This often presents problems. 
Note 6C discusses some common confusions about the nature of 
nondirectiveness. 


Client Progress 


The therapist has an ongoing responsibility to evaluate the extent to which 
the client is achieving the goals of therapy and whether the methods of 
therapy being used are helping or hindering the client. This requires the 
therapist to be continually observant of the client's responses during each 
session and to keep the necessary records. 

A therapist who is reflexive about client progress knows when to 
acknowledge the client for any improvements or accomplishments and when 
to modify the goals or strategies of the therapy process. When goals or 
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strategies are relevant and the client progresses, the therapist is better able to 
recognize when the client should terminate therapy. However, when goals 
and strategies are in doubt and the client is not making progress, the 
therapist is likely to prolong the course of therapy unnecessarily. 


Self-Awareness 


Music therapists bring who they are to their work with clients—their 
personal and professional backgrounds, life experiences, personality, 
musicianship, emotional needs, beliefs, values, and so forth. All of these 
factors play a central role in the unique ways that each therapist interacts 
with clients, builds therapeutic relationships, and uses music in the therapy 
process. It is therefore essential for music therapists to continually monitor 
how their own personal and professional characteristics and needs might be 
affecting the client and the therapeutic process. The first term given to this 
phenomenon was “countertransference.” Although Freud’s initial definition 
of it was limited in scope and applicable primarily to the psychoanalytic 
situation, it is now generally recognized as an essential concept of many 
forms of therapy. It is a phenomenon indigenous to any client-therapist 
relationship, regardless of orientation (e.g., behavioral, developmental, 
psychodynamic, transpersonal) or goal of therapy (e.g., learning, behavior 
change, catharsis, insight, etc.). The reason is quite simple: If therapy involves 
or depends upon any kind of interpersonal relationship between client and 
therapist, and if the therapist is a human being with the usual combination of 
body, psyche, and spirit, then the therapist is bound to have personal 
feelings, attitudes, beliefs, biases, habits, or past experiences that can 
influence—both positively and negatively—who he is in that relationship 
and how he interacts with the client. 

In its broadest conception, countertransference includes all conscious 
and unconscious predispositions and responses of a therapist to the client 
that have their origin in the therapist's personality and experience, both past 
and present. Countertransference can have a positive effect when the 
therapist can use personal similarities with the client to gain greater insight 
and rapport. It can have a negative influence when the unconscious needs of 
the therapist become an obstacle to effective therapy or harm the client in any 
way. The result is that the therapist meets his or her own needs instead of, or 
at the expense of, meeting the client’s needs and is unaware of doing so. The 
most common examples are when the therapist projects his own needs onto 
the client and then treats the client for those needs rather than the client's real 
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needs; when the therapist distorts or misinterprets information about the 
client to match his own beliefs; when the therapist gets overly involved in the 
client's problems and loses his personal boundaries; or when the therapist 
mistreats or neglects a client because of unconscious feelings of anger or 
revenge at significant people in his own life. Keep in mind that these are only 
a few of the possibilities. 

Given the size of this topic and the limited space it can be given here, it 
is possible to mention only a few areas that are particularly important for 
music therapists to monitor. 


Boundaries 


One of the greatest dangers to the client, therapist, and therapy process is the 
existence of boundary problems between client and therapist. In fact, 
boundary problems can be seen as the cause of most of the self-awareness 
issues examined here. Most often, the problem is a loss or blurring of 
boundaries or what might be called “over-identification.” 


A therapist is continually called on to enter the client's 
world and to empathize with what the client is 
experiencing; this endeavor is at the core of the client- 
therapist relationship. On a psychological level, making 
these empathic identifications with the client requires the 
therapist to continually suspend and _ reconstitute his 
personal boundaries. In the process, he is continually 
challenged to make clear distinctions between his own life, 
problems, and feelings, and those of the client. (Bruscia, 
1998b, p. 81) 


A therapist's over-identification with the client leads to massive confusion 
about whose problems and needs are being addressed in therapy, who needs 
help, who is helping whom, who has responsibility for what, who is feeling 
what, and so and so on. 

The opposite problem can also occur: The therapist might fortify his 
boundaries with the client and thereby establish too much of a distance. 


The opposite reaction [to fused boundaries] is feeling 
indifferent or unconnected to the client for long periods, or 
frequently being unable to empathize with what the client is 
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experiencing. When this happens, the therapist is often 
trying to distance himself from the client by making 
impermeable emotional boundaries between them. 
(Bruscia, 1998b, p. 32) 


Being reflexive about boundaries, then, means that the therapist 
continually monitors when he is suspending his boundaries and moving into 
the client's world, when he is maintaining his own boundaries, and when he 
is defending himself with very marked boundaries. The challenge here is that 
the therapist will be called upon to do all of these boundary changes within 
the course of therapy and that only through reflexivity can he determine the 
appropriate timing of a boundary shift and the type of shift that is most 
appropriate. 

It is important to realize that although these problems sound pertinent 
only to psychotherapy, they occur in every area of music therapy practice. 


Responsibility 


Clients come to therapy for help, so an important challenge for the therapist 
is to determine which responsibilities belong to the client and which belong 
to the therapist. The therapist has to be careful not to assume too much or too 
little responsibility for meeting the client's needs, solving the client's 
problems, or leading the client to change. The client-therapist relationship 
cannot be based on dependency by either the client or therapist. Neither 
client nor therapist can depend solely on the other for the success of therapy; 
instead, client and therapist have to find appropriate ways of sharing 
responsibility and working together to accomplish the goals of therapy. 
Helping the client does not mean taking full responsibility for the client. 


Power 


To be reflexive about power, the therapist must bring into awareness and 
monitor two potential areas of power disparity. The first includes those 
power disparities that the client has experienced in her own life, both within 
and outside of her awareness. The second includes the power disparities that 
may exist or develop between the therapist and client in their work together. 
Of ultimate concern is to ferret out those power disparities that negatively 
affect the client and her health and well-being. 


62 Reflexive 


A fundamental aim of therapy is to empower the client to ward off 
oppression and to be appropriately self-reliant. On the other hand, when 
being reflexive about power, the therapist has to be careful not to 
underestimate and thereby diminish the client's power. See note 8B for a 
discussion of how therapist and client have different powers. 


Emotional Reactivity 


“Every therapist is bound to have emotional reactions when working with a 
client, but the nature and intensity of these reactions will ultimately 
determine whether the therapist can use his emotions to further the 
therapeutic process” (Bruscia, 1998b, p. 81). Two types of emotional 
reactivity need to be continually monitored by the therapist. The first type 
occurs when the therapist experiences very intense or extreme emotions in 
response to the client, music, or events in a session. Such emotions may 
include love, hate, anger, sadness, helplessness, and powerlessness, to name 
a few. The second type occurs when the therapist has unwarranted or 
inexplicable reactions to the client, music, or events in a session. Such 
reactions may be unrelated to the client or situation, role inappropriate, or 
very uncharacteristic of the therapist. One could say that such reactions came 
from nowhere or are completely “off the wall.” 

These kinds of emotional reactions are directly related to boundary 
problems, and most often they occur because the therapist is not fully aware 
of the extent of his emotional involvement or identification with the client. 


Situating Client and Self 


“Situating” is the term used here for identifying similarities and differences 
between client and self in age, gender, race, nationality, religious beliefs, 
disability, social status, sexual orientation, and so forth. To situate is to locate 
one’s own personal and sociocultural identity in relation to the client’s. This 
is important to the therapy process because without understanding and 
accepting these similarities and differences, it is impossible to develop a 
working relationship with the client. The main danger is for the therapist to 
mistakenly assume that there are similarities or differences when there are 
none or to mistakenly assume that there are no similarities or differences 
when there are. Ultimately, this can lead to the therapist imposing his own 
beliefs and values on the client or assuming that his beliefs and values are 
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better than the client’s, both of which actions are harmful to the client and 
therefore unethical. 

Comparing self and client is the first layer of situatedness. At the 
second level, the therapist brings into awareness the many contexts that 
frame his work with the client, such as the interpersonal and environmental 
atmospheres of the therapy session, the interpersonal contexts of the client- 
therapist-family and the client-therapist-team, the sociocultural context of the 
client’s living situation, and so forth. All of these frames can potentially 
influence the client-therapist relationship both positively and negatively. 


Well-Informed 


Music therapists are ethically bound to stay well-informed about their field 
and to use all available knowledge in their work with clients, including oral 
and written traditions in clinical practice, related theories, and the ongoing 
stream of related research. Of particular importance, the therapist has to be 
reflexive about whether he has the most up-to-date knowledge about how 
music therapy is best practiced with his own clients. 

In addition to keeping current on professional knowledge, the 
therapist also has to continually seek relevant information about each client 
in his case load. This means keeping up to date on all client records that the 
therapist is expected to read. 


Ethical Practice 


Music therapists must follow ethical and clinical standards that guide and 
regulate the conduct of its members when engaged in music therapy practice, 
theory, and research. Official codes of clinical practice and ethics published 
by the various associations throughout the world most often deal with these 
areas of concern in addition to many others. 


« Competence. Music therapists are expected to work within the 
boundaries of their qualifications and make no claims beyond 
their abilities and levels of competence. At the same time, they 
are also expected to continually improve and expand their 
expertise through continuing education. The exact areas of 
competence that an individual must have to practice music 
therapy will be outlined later in the chapter dealing with the 
term “therapist.” : 
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Client Rights. Music therapists are expected to respect all legal 
and personal rights of the client, including those related to 
safety, dignity, civil rights, treatment, self-determination, and 
confidentiality. To the extent possible, music therapists are 
expected to keep clients fully informed about their treatment, 
gain their consent, and invite their participation in decision- 
making. 

Standards of Practice. Music therapists are expected to strive 
toward providing the highest quality of service to their clients, 
while also meeting all professional standards for referral, 
clinical assessment, program planning, treatment, evaluation, 
and termination of services. 

Client Relationships. Music therapists are expected to establish 
and maintain appropriate professional relationships with their 
clients. The client-therapist relationship should never involve 
sexual or inappropriate intimacy, exploitation, etc. 

Other Relationships. Music therapists are expected to respect the 
legal and personal rights of their colleagues and employers, 
while also observing all rules and regulations at their work site. 
Research. Music therapy researchers are expected to respect all 
legal and personal rights of individuals who serve as subjects or 
participants in their studies. 

Fees. Music therapists are expected to conduct their financial 
transactions with honesty, fairness, and integrity. 


Summary 


To be reflexive, a therapist has to continually bring into awareness and 
address the following clinical questions and issues: 


e Goal Integrity: Are client goals relevant, delimited, feasible, 


and appropriately specific? 


e Method Integrity: Method-wise, have I adequately 


considered indications, contraindications, client preferences, 
and the client’s need for various supports? 


e Client Progress: Am | attentive enough to changes in the 


client, especially as they pertain to the methods I am using? 
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Self-Awareness: Do I consider how my own psychological 
makeup may be affecting the client and the therapeutic 
process? 

Situating Self and Client: Am I aware of how similarities and 
differences between the client and me (e.g., environmental, 
interpersonal, and sociocultural contexts) may be influencing 
our work together? 

Well-Informed: Do I know enough about what I am doing? 
Ethical Practice: Is my work consistent with ethical and 
clinical standards of practice? 

Do | take the appropriate steps to ensure my own 
reflexivity? 


/ 


THERAPIST 


Need for Therapist 


Why is a therapist needed in order for therapy to take place? Can a person be 
a therapist for himself? Can one person assume the roles of both client and 
therapist? Does a client really need the help of a therapist? Exactly what 
expertise and competence make him essential to the therapy process? 

These questions are particularly germane and perplexing for music 
therapy, where music is such an active agent in the therapeutic process, often 
supplanting the traditional functions of the therapist. Is a therapist really 
needed when music serves as the primary therapeutic agent, or can the client 
relate directly to the music without the aid of a therapist? Does music 
therapy refer only to those music experiences that involve a therapist, or does 
it also include therapeutic experiences derived from the music alone? 

As shown in the tables in chapter 3, music therapy has often been 
defined simply as “the use of music,” without any clear stipulation that a 
therapist is essential to the process. In contrast, there are several other defini- 
tions wherein the therapist is listed as an agent of therapy, and many 
definitions state that what makes the therapist an essential ingredient is the 
relationship that he develops with the client. Certainly all of these assertions 
are accurate, but there are a number of fundamental questions still 
unanswered: What are the specific responsibilities of a therapist that define 
his role within that relationship? How does the client-therapist relationship 
differ from other kinds of relationships? What does a therapist do that other 
professionals, friends, or relatives do not or cannot do? What does a therapist 
bring to therapy that a client does not already have, or what does a therapist 
do that a client cannot do for him or herself? 
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Definitional Criteria 


In simplest terms, a music therapist is a person who agrees to help a client 
with a health-related goal through music, using his expertise and credentials 
within a professional relationship. Notice that there are several essential 
ingredients to this definition: a commitment, a helping role with client, 
health-related and music-based treatment, certain qualifications, and a 
professional relationship. Let us now discuss each of these criteria separately. 


Agreement 


The therapist is defined as a person who makes a commitment to help the 
client with a particular health objective by providing a particular kind of 
service; the client (or parent, guardian, or institution acting on behalf of the 
client) agrees to accept the help and services offered by the therapist and to 
remunerate the therapist in some way for them. By definition, then, 
therapists provide their services within a formal or informal agreement with 
clients or their representatives that —like all health professionals—the 
therapist will be remunerated for the professional services that he provides to 
the client. Therapy is not something that is given away, and a therapist is not 
a volunteer who donates his services. Of course, this does not mean that 
therapists do not sometimes volunteer their services or give free sessions to 
clients or trade their services with other therapists. All of these are clearly 
exceptions to the rule, sometimes warranted and sometimes not, sometimes 
ethical and sometimes not. Judgment is always needed. But for theoretical 
purposes, a therapist is not defined as someone who offers his services 
without remuneration. The exceptions to this do not define the rule. 

Given the altruism and caring that is often necessary for therapy to be 
effective, it might seem rather crass to emphasize the financial aspects of the 
client-therapist relationship. But this crass fact is a rather important one in 
defining the role boundaries of a professional therapist. A therapist does not 
provide help to clients whenever clients express a desire or need for their 
services or whenever a therapist might want to help a client. Therapy always 
proceeds on the understanding that a therapist does not provide therapy 
unless such help is requested, as evidenced by an agreement by the client or 
her representative to pay for the therapist's services. When something is 
given freely, without payment, there is always a doubt as to whether the 
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client wants what the therapist is providing or whether the therapist is 
helping the client for personal rather than professional reasons. 

These issues are particularly thorny when a community, collective, or 
environment are designated by the therapist as the client or when the goals 
sought by the therapist are not changes desired or specified by the entity. Did 
the entity need or seek the therapist’s help? And in whose best interest is the 
help offered by the therapist? These questions are also very difficult to 
answer when the therapist becomes an activist or advocate for social change. 


Both entities (therapist and “client’”’) have not agreed that the therapist’s help 
is needed or wanted. 


Helper not Helped 


Although the agreement between client and therapist involves an exchange 
of therapist services for client remuneration, it is not reciprocal in kind. The 
client and therapist do not exchange the same kind of help. Clients do not 
give therapy to the therapist in return for the therapy given by the therapist, 
and clients do not give help or services to the therapist in exchange for the 
therapist’s help and services. Conversely, the therapist also does not 
reciprocate whatever the client does to him. For example, if the client 
complains to the therapist about her problems or has a tantrum, the therapist 
does not have the right to do the same. Or if the client seeks support from a 
therapist during a life crisis, the therapist cannot expect the client to be there 
during his own crises. 

When the roles in therapy are significantly reversed, that is, when the 
therapist needs or seeks help from the client, and/or when the client provides 
that help to the therapist, the therapist is no longer acting in the role of a 
therapist, and the client is no longer acting in the role of client—in short, 
therapy is no longer taking place. More important, the relationship has 
become inappropriate, professionally unethical, and potentially exploitive. 

By definition, then, a therapist is a person who helps and the client is 
the person who receives that help, and this commitment to a relationship of 
“helper and helped” is unidirectional and one-sided—it does not go both 
ways. It does not have the same give-and-take character of most personal 
relationships with family and friends. 


Therapist 69 


Health-Focused Role 


Therapy is not defined as just any kind of help, and a therapist is not just any 
kind of helper. By definition, therapy is an effort to optimize the client's 
health, and a therapist, by profession, is a person who helps the client to do 
so. 

Two questions are important to ask in maintaining these boundaries. 
First, is the therapist helping the client with regard to her health; second, is 
the therapist providing services of a professional nature? Other kinds of help 
that a therapist might provide to a client—that is, any kind of help that does 
not seek to restore, maintain, or improve the client’s health and any kind of 
help that is personal rather than professional in nature—fall outside the 
boundaries of professional music therapy practice. Thus, the therapist helps a 
client with her health through specific types of professional services as 
defined by the therapist's discipline or area of expertise. 

Notwithstanding the myriad needs of a client that may arise during the 
course of treatment and the emphasis currently given to interdisciplinary 
programming, a therapist does not provide help of a personal nature or help 
that goes beyond his professional boundaries. Thus, for example, 
notwithstanding the personal needs of a client or the job demands of the 
agency taking responsibility for a client, the services of a music therapist do 
not include running errands or doing personal favors for clients; they do not 
include seeing the client socially or participating in private family events; and 
they do not include doing what other professionals are qualified and 
supposed to do, such as being a lifeguard at the pool, or coaching the 
basketball team, or cooking meals for the clients, or teaching clients in 
another field. 

There are exceptions. Crossing these kinds of professional boundaries 
may be appropriate in milieu forms of therapy or whenever the treatment 
requires the therapist to completely immerse in the client community. In 
addition, music therapists who work to build or improve communities and 
those who work toward social change may cross these boundaries, as they 
see necessary. They may take roles and provide help or services that are 
beyond the limits of music therapy practice, and their relationships with 
clients may extend beyond professional helper and helped. Expanding these 
boundaries in any way may be an effective or expedient way for music 
therapists to accomplish their goals, but it also brings forth ethical issues that 
must be considered carefully. 
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Ethical issues aside, this also leads to definitional issues. When music 
therapists give clients services that are beyond the limits of their field, it is 
important for them to realize that what they are doing is not music therapy. 
Music therapy cannot be defined to include all of the services that every 
music therapist might choose to give their clients or agencies. Everything a 
music therapist does professionally or personally does not automatically 
qualify as music therapy. Music therapy has its own specific and clearly 
defined boundaries that are indigenous to its mission. 


Music-Based 


The professional services of a music therapist are defined and delimited by 
those health concerns of the client that can be addressed through music. 
Although this may seem obvious and redundant to say, the primary job of a 
music therapist is to provide clients with music experiences aimed at 
promoting health. The music therapist does not provide the client services in 
other therapeutic modalities. Aside from the ethical issue of expertise, the 
music therapist does not do “art” therapy, or “movement” therapy, or verbal 
psychotherapy, for example. 

Thus, putting together these two conditions: Any job that relates to 
health but not music or music but not health falls outside the boundaries of 
professional music therapy. Music therapists should always be vigilant that 
what they offer to a client is always within the boundaries of health and 
music, as well as their expertise in these two areas. This leads us to the next 
parts of this discussion. 


Qualifications 
Expertise 


A therapist, by definition, has specific knowledge and skills and offers his 
expertise to help the client. To function as a therapist, one has to have the 
expertise needed to assume the role responsibilities required by the 
particular form of therapy being provided and the client population being 
served. In the USA, the expertise needed at the entry Jevel—that is, to start 
practicing music therapy as a beginner—falls into three main areas, as 
outlined by the American Music Therapy Association (AMTA) (2008). These 
are music foundations, clinical foundations, and music therapy. For more 
details, see their website: http://www.musictherapy.org/about/competencies/ 
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Music Foundations 


e Music Theory and History 

e Composition and Arrangement 

e Major Performance Medium Skills 

e Functional Skills in piano, guitar, voice, percussion, and 
nonsymphonic instructions 

e Improvisation 

e Conducting 

e Movement 


Clinical Foundations 


e Exceptionality 
e Principles of Therapy 
e The Therapeutic Relationship 


Music Therapy 


e Foundations and Principles 

« Client Assessment 

e Treatment Planning 

e Therapy Implementation 

e Therapy Evaluation 
Documentation 
Termination/Discharge 
Professional Role/Ethics 
Interdisciplinary Collaboration 
e Supervision and Administration 
e Research Methods 


Defining the specific competencies of a music therapist has been an 
important development in a field that is by its very nature so 
interdisciplinary. There are many musicians who do similar kinds of work in 
clinical settings but are not qualified fully as music therapists; similarly, there 
are many therapists in other clinical fields who use music in their practice but 
are not qualified fully as music therapists. 
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This situation has raised a very interesting dilemma in defining music 
therapy. Is music therapy defined by the type of training the therapist has or 
by the type of service the therapist provides? If a psychotherapist uses 
methods of music therapy, should the service be called psychotherapy or 
music therapy? Conversely, if a music therapist uses methods of psycho- 
therapy, is the service classified as psychotherapy or music therapy? These 
questions are made even more difficult when musicians who are not 
therapists and therapists who are not musicians pursue intense training in 
one particular area or method of music therapy and become quite competent 
to practice it. They may be doing music therapy, and quite competently, but 
should they be defined as music therapists? 

Related to this issue is the capacity of a music therapist to serve as a 
primary therapist. When serving in an ancillary capacity, the music therapist 
stays within the boundaries of music and works with team consultation or 
supervision by a primary therapist. When serving as the primary therapist, 
the music therapist may address goals from other disciplines within the 
limits of his expertise and with the appropriate consultations. Obviously, 
then, educational background, training, and competence are important 
determinants of the role boundaries of a music therapist. 

If the therapist has to be a professional with expertise in the designated 
area, then obviously he does not go beyond his area of expertise in helping 
the client. A music therapist is not, for example, a speech therapist or 
psychotherapist—unless specifically trained and officially designated as 
such. Thus, a music therapist does not use assessment, treatment, or 
evaluation procedures from other disciplines without the necessary training 
or expertise and does not offer clients any kind or level of health-related 
service that goes beyond his specific area of expertise. 


Credentials 


Not only must a therapist have the necessary knowledge and skill, but also 
he must be designated as having such by an appropriate authority. That is, a 
music therapist has to be recognized as a “trained professional” through 
some official mechanism or authority (e.g., certification or registration by a 
professional association or state licensing board). This serves to ensure 
prospective clients that the therapist is qualified to practice music therapy. 

In the United States, the sole association with legal responsibility for 
credentialing music therapists is the Certification Board for Music Therapists 
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(CBMT). The CBMT grants the title “Music Therapist-Board Certified” or 
“MT-BC” to qualified individuals who pass its national examination. 

Similar associations exist in many other countries throughout the 
world, all concerned with the development of standards and requirements 
for training music therapists and granting them credentials. 


Summary 


A music therapist is a person who has the expertise and credentials required 
to help clients optimize their health through music-based services provided 
within the boundaries of a committed, professional relationship. 


re) 
HELPS 


Help is such a common word that it may seem unnecessary to question what 
it means. But when placed so prominently within the definition of a health 
profession, it becomes a key word to define. If the main purpose of music 
therapy is to help the client, it seems essential to know precisely what the 
nature of that help is. 

Before tackling the problem of defining help in specific reference to 
music therapy, it might be enlightening to go back to everyday usage of the 
term. The Merriam-Webster online dictionary gives some clear and simple 
definitions that are quite relevant, such as: 


e To give assistance or support to 

e Toserve 

e Tobe of use or benefit to 

¢ To make more pleasant or bearable 
e¢ To promote the advancement of 


All together, these definitions give a very insightful overview of how a 
therapist helps a client. More important, they also provide a basis for 
defining what help does not mean. 


Issues and Concerns 


The term “help” was of considerable concern to some members of the 
deconstruction party (see Note 8A) because they felt that it had connotations 


of hierarchy, power, and oppression on the part of the therapist (see Notes 8B 
and 8C) and passivity and dependency on the part of the client. Looking 
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carefully at the above definitions, it is difficult to justify these interpretations. 
In fact, if anything, the above definitions connote that if there is a hierarchy, 
the helper is beneath the person being helped, that the person being helped is 
the primary agent rather than the helper, and that the two parties are in some 
form of collaboration. Thus, it is important to clarify that in the present 
conception of the term, “help” is not intended to signify hierarchical 
oppression by the therapist or passivity and dependence in the client, nor 
does it rule out the possibility of collaboration. 

Moreover, the placement of the word “help” in the present definition 
of music therapy clearly suggests that the therapist helps the client to 
optimize the client's health—the therapist does not optimize the client's 
health for the client, but instead assists, supports, serves, and makes more 
pleasant the client's attempts to do so. Thus, the definition gives clear 
responsibility to the client for her own health and delegates the therapist as 
both a helper and collaborator. 


Only Help 


Going further, help is all that the therapist can do. The therapist cannot make 
the necessary changes for the client, nor can the therapist force the client to 
make the necessary changes, no matter how much guidance and motivation 
are applied. Thus, all of the kinds of help described below essentially give 
clients the conditions they need to change themselves and their health. 
Certainly, a therapist can help the client to be healthy and may even 
stimulate the necessary change process, but ultimately it is the client who has 
to take the necessary steps to achieve and maintain health. Bateson (1980) 
captures the limits and needs for a therapist by taking an old adage one step 
further: “You can take a horse to the water, but cannot make him drink. The 
drinking is his business. But even if your horse is thirsty, he cannot drink 
unless you take him. The taking is your business” (p. 80). 


Identifying the Helpers 


Within a professional context, a helper is someone who provides services. 
The question here is exactly what kinds of services does a music therapist 
provide that cannot be provided by any other kind of health professional? Of 
course, the most obvious answer is to engage the client in therapeutic music 
experiences. But exactly how does engagement in music qualify as a 
therapeutic service? 
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Earlier it was explained that music is used in two basic ways: as 
therapy and in therapy, that is, with the music taking the primary role of 
helper and the therapist being secondary, and with the therapist taking the 
primary role of helper and the music being secondary. Thus, it is not entirely 
accurate to say that it is just the music that makes music therapy unique—it is 
the combination of the music and therapist in the role of the helper that 
differentiates it from other disciplines. 

The implications of this for understanding how music therapy helps 
the client are myriad. Simply stated, depending on client need and 
circumstances, the therapist can help in certain ways and the music can help 
in others; sometimes they can help in the same ways, and sometimes they 
cannot; sometimes only the therapist can provide the specific kind of help 
needed by the client, and sometimes only the music can provide it; and 
sometimes both therapist and music have to be combined to provide the help 
needed. 

With this in mind, let us examine clinical practice to discover exactly 
how music therapists use music and their personal selves to help clients. 
What follows is a brief description of the kinds of help provided by a music 
therapist. While these ways of helping can be implemented musically, 
verbally, or nonverbally, emphasis will be given here to the musical 
implementation, as this is most germane and indigenous to music therapy. 


To “Be There” for the Client 


The essential precondition for therapy to take place is for the therapist to “be 
there” for the client. Once again, our everyday understanding of this phrase 
is probably the easiest way to understand a rather complex phenomenon in 
therapy. If we think about being there for our family or friends, we 
immediately recognize that there are endless ways to be there, depending on 
the situation, what the other person needs, and our own style of extending 
ourselves to others. The same goes for how a therapist goes about being there 
for clients. See Muller (2008) for a comprehensive examination of how 
therapists experience being present to clients. 

To be there is to be available to another person to the extent possible 
and appropriate—to open oneself up to the other person’s experience, to 
understand the person’s circumstances, to bear witness to the person’s 
dilemma, to accompany the other person on her journey, to offer whatever 
assistance or support is appropriate, to provide guidance if necessary, and to 
care about the other person, the journey, and the outcome. 
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Thinking as a musician, being there for the client is not too different 
from providing someone with a musical accompaniment. For example, when 
pianists accompany a solo vocalist or instrumentalist, they have to follow the 
soloists lead, support the soloist’s interpretation of the piece, and take the 
lead when so indicated. The accompanist is in the background with the 
soloist in the foreground, yet is indispensable in helping the soloist render 
the composition. 

Of course, in therapy (as in music), there are definite boundaries. The 
therapist is there for the client in all of the above ways but only in relation to 
the client’s health needs and only within the context of the music therapy 
process. It is not the therapist's responsibility, nor is it appropriate, for the 
therapist to be there for the client in other ways and in other situations. 


To Understand the Client’s Needs and Resources 


Assessment in music therapy is aimed at helping both therapist and client 
identify the client’s therapeutic needs as well as the potential resources the 
client has that can address these needs. This quest for an understanding of 
the client is an ongoing part of the helping process, as both therapist and 
client need to give direction to their work together. As the client’s needs and 
resources are identified, the therapist also has a better understanding of how 
he can best help the client in the role of therapist and, more specifically, what 
resources he can bring to the helping process. 


To Empathize with the Client 


To empathize is an extension of being there; it is one of the options. It is alsoa 
continuation of understanding the client’s needs and resources. Empathy is 
the capacity to identify with or understand what another person is 
experiencing. This may include having the same or similar body response, 
feeling the same emotions, taking the same perspective on something, 
thinking the same thoughts, doing the same thing together, and so forth. 
Empathy is accomplished through the process of identification, when one 
person identifies with the other and then imagines what that person must be 
experiencing. As commonly expressed, it is when we “walk in someone 
else’s shoes.” 

Music is a medium par excellence for empathy. In fact, in many ways, 
it is unmatched by any other medium. When we sing the same song together, 
we live in the same melody, we share the same tonal center, we articulate the 
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same lyrics, we move ahead according to the same rhythm—moment by 
moment, sound by sound, through an ongoing awareness of the other, and 
through continuing efforts to stay together and thereby become one within 
the experience. Meanwhile, we are also receiving the same feedback as we 
listen to ourselves: We hear the same sounds and words as we sing them and 
feel the same ebb and flow as we shape each phrase. When the song is sad, 
we share that sadness, we live through it together in synchrony, and when 
the song is joyful, we celebrate together, we share the same occasion to 
rejoice. Our actions are timed in relation to one another, our bodies resonate 
to the same vibrations, our attention is riveted on the same focus, our 
emotions are reflected in one another as well as in the music we are making, 
and our thoughts are one. 

What makes music particularly conducive to empathy is that it not 
only unites the musicians in the same sensorimotor activity, but it also holds 
the musicians and listeners together in the same auditory space and time, 
while taking them through the same realms of human experience in a very 
intimate way. Music holds us in its presence because when sound enters the 
environment, it infuses it completely and cannot be ignored or blocked out as 
easily as other kinds of stimuli. 

Empathic techniques can be found in both active and receptive forms 
of music therapy. For example, in active music therapy (when the client is 
engaged in music-making), the therapist can use techniques such as imitating 
(e.g., echoing a rhythm or melody after being presented by the client); 
synchronizing (e.g., playing the same melody or rhythm at the same time); 
reflecting (e.g., musically depicting the client’s moods, attitudes, feelings); 
and incorporating (e.g., using one of the client’s musical motifs as part of the 
music) (Bruscia, 1987a). 

In receptive music therapy (when the client listens to music), the 
therapist demonstrates empathy by selecting the music according to the “iso- 
principle” (i.e, by matching the music to what the client is experiencing, 
either physically, emotionally, or mentally). For example, the therapist may 
select music that “entrains” with the client (e.g., matches autonomic 
responses such as the heartbeat); music that “resonates” with the client (e.g., 
vibrates at the same frequency); music that “reflects” the client's feelings, 
moods, or attitudes; or music that “expresses” what the client is expressing at 
a conscious or unconscious level. 

Empathy is essential in the therapist-client relationship; in fact, it is the 
basis for all of the interventions that a therapist uses to help the client. 
Through empathy, the therapist establishes rapport with the client, builds 
understanding of the client’s resources and needs, secures the client's trust, 
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and prepares the client for all of the other kinds of help that the therapist will 
be offering. 

Aside from the direct benefits of receiving empathy from the therapist, 
the client also gains a model for empathy. By experiencing and observing the 
therapist’s empathy, the client can be motivated to empathize with others 
and in the process develop the sensitivity and skills needed. 


To Give Voice to the Client 


Clients often come to therapy because they need to express what they are 
experiencing inside and because music provides myriad opportunities for 
helping them to do so. Music therapists engage clients in a wide variety of 
activities and experiences aimed at helping them to externalize, enact, 
release, ventilate, represent, project, or document their inner experiences. The 
media may be musical, verbal, or nonverbal; however, of all these, it is 
musical self-expression that distinguishes music therapy from _ other 
modalities. Only in music therapy does a client have an opportunity to 
express herself through singing, playing instruments, and the creative acts of 
improvising and composing. Music is the art of expressing oneself in sound; 
through it, we turn inner body sensations, movements, feelings, and ideas 
into external sound forms that can be heard. 

Making and creating music provides opportunities for self-expression 
at many levels. At the most primitive level, it enables us to sound our 
bodies—to vibrate and resonate its various parts so that they can be heard. 
When we sing or play instruments, we release our inner energy into the 
outer world, we sound our bodies, we give form to our impulses, we voice 
unspoken or unspeakable ideas, and we pour our emotions into descriptive 
sound forms. 

When we listen to music we express ourselves vicariously, through the 
composer and performers of the piece. Vicarious self-expression is very 
important when we have difficult feelings to express, feelings that we are 
unable to shape into a suitable form, as well as feelings that we reject or do 
not want to own as ours. When we hear the composer and performers 
expressing their feelings, we can either identify with them and experience the 
release as ours as well as theirs or we can be a part of their release but not 
identify the feelings as our own. 

Musical self-expression often leads quite naturally to other forms of 
expression, depending on the client's abilities and proclivities. Clients who 
are verbal frequently want to talk about what they expressed in their music 
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or what they heard being expressed in the music of others; clients who are 
more nonverbal sometimes want to move or draw to music that they have 
found to be self-expressive. More will be said about this shifting of modality 
in the next section. 


To Interact with the Client 


As used here, self-expression is different from interaction and 
communication. When one expresses oneself, it does not have to be directed 
toward someone or something outside; it can involve merely the release of 
what is inside, without any concern for whether the expression is understood 
by the outside world and without any concern that it will offend or harm 
anyone or anything. Self-expression, as used here, is essentially a private 
matter. In contrast, interacting and communicating are concerned with 
engaging the outside world in a give-and-take of mutual influence; it is a 
process of acting upon and being acted upon by others in a reciprocal way. 

Music therapy by its very nature, regardless of goal or orientation, 
involves interaction, either between the client and therapist or between 
different clients. The reason is that creating and listening to music is a very 
natural and easy way of relating to others. When we sing or play an 
instrument with someone, we have to take specific parts in order for the 
music to make sense. If one person is the soloist and another the 
accompanist, each person has a specific role in relation to the other: The 
soloist leads and the accompanist follows. On the other hand, if the music is a 
round or canon, every person takes exactly the same role, but each one sings 
or plays it at a different time. Music is full of these kinds of role relationships; 
in fact, we can say that every composition or improvisation is like a diagram 
that specifies each person's part and the relationships between each part and 
the whole. 

An important component in carrying out these role relationships is 
listening to one another. It is not enough to play out one’s role without 
regard for what others are doing. Each musician has to listen to the other(s) 
and adjust her own singing or playing to stay together in tempo, pitch, 
dynamics, and so forth. 

For all of these reasons, music provides infinite models for interaction, 
and music therapy provides an opportunity to experiment with each of them. 
Certainly, other forms of therapy have the very same aims, however here 
again, the unique advantage of music therapy is the use of sound and music 
as the primary modality or context for interacting and relating with others. 
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To Hold and Anchor 


Speaking metaphorically, one of the most important functions of the 
therapist is to hold and anchor the client. To “hold” the client is to resonate 
with the client's struggle while also containing its intensity. It is a way to be 
there when the client is acting out, releasing very strong emotions, or 
encountering severe obstacles. The therapist allows the client to undergo the 
struggle but keeps boundaries so that the client is safe from self-harm. To 
“anchor” is to ground the client in reality, that is, to keep the client mindful 
of the outside world and the reality of being human. 

Priestley (1985/2012) masterfully describes holding and anchoring by 
likening them to how nodal points function on a glockenspiel. The nodal 
points are the nails that hold the tone bars down when struck, so that the bars 
vibrate but do not fall away from the frame. While actually constructing a 
glockenspiel, Priestley realized: 


“This is what it is to be a music therapist. I am a nodal 
point. I hold fast to the larger reality and by my stillness 
allowing her to move, my client lets go and vibrates, 
communicates feelings, and throws off filings.” When 
clients cannot communicate. I go back to this image and do 
less and less and less. And finally more happens. (p. 184) 


To Communicate with the Client 


While interaction involves taking roles in relation to others and then 
engaging them in mutually reciprocal ways, communication goes one step 
further. It involves exchanging ideas and feelings with others. One person 
has an idea and conveys it to another person, who then responds by 
conveying his/her idea, and so forth. As such, communication is interaction 
with a particular purpose: to encode and decode and thereby exchange 
messages or information with others. 

In music therapy, the mode of communication may be musical, verbal, 
or nonverbal/nonmusical, with special emphasis given to musical modes. 
The reason is that there is a core belief that musical communication is 
different from verbal communication in both content and process, that is, not 
only in what can be communicated with any reliability, but also in the way it 
is communicated. What we are able to communicate in music, we are not 
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always able to communicate in words, and vice versa: the ways in which we 
are able to communicate musically we are not always able to use verbally, 
and vice versa. Essentially this means that musical communication stands on 
its own without parallel or overlap and as such cannot be replaced or 
superseded by any other modality of interaction and communication. 

But this is only half of the picture. Just as often, musical 
communication overlaps with verbal and other nonverbal modes of 
communication and can serve as a bridge between them. Music is not only 
nonverbal sound, it can also refer to words, movements, and visual images. 
Thus, music not only communicates something that is uniquely musical, but 
also enhances and enlarges verbal and other nonverbal forms of 
communication. Think of how many ways music leads into or incorporates 
other modalities of communication. We can set words, movements, or visual 
images to music, we can talk about music and our experiences with it, we can 
move to music, and we can draw to music. 

Having the flexibility to move from verbal to musical to other 
nonverbal channels of communication is a hallmark of music therapy. 


Music can provide a nonverbal means of self-expression 
and communication, or it can serve as a bridge connecting 
nonverbal and verbal channels of communication. When 
used nonverbally, [music] can replace the need for words 
and thereby provide a safe and acceptable way of 
expressing conflicts and feelings that are difficult to express 
otherwise. When both nonverbal and verbal channels are 
employed, the [music] serves to intensify, elaborate, or 
stimulate verbal communication, while the verbal 
communication serves to define, consolidate, and clarify the 
[musical experience]. (Bruscia, 1987a, p. 561) 


To Provide Opportunities for Self-Reflection 


Musical self-expression enables us to externalize what is internal, to bring 
what is inside outside. This externalization is significant in that it helps us to 
make what is latent manifest, to bring what is unconscious into 
consciousness, and ultimately to turn our inner images into outer realities. In 
the process, we are afforded significant opportunities to reflect upon 
ourselves—to hear how our inner urgings and difficulties sound, to hear 
who we are. In other words, making music always involves a feedback loop: 
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We put sounds out there, and then we hear them; we sound ourselves and 
then we hear ourselves sounding. This kind of feedback is essential to 
therapy, as it is the basis upon which the client can recognize the need for 
change and then identify the specific kinds of changes needed. 

In addition to receiving feedback from their own expressions, clients in 
music therapy also get feedback from their musical interactions with the 
therapist. In fact, one of the main reasons why client and therapist make 
music together is to enable the client not only to hear herself, but also to hear 
how others in the external world perceive and react to what she is 
expressing. The therapist can do this by musically mirroring what the client 
is doing musically or by reacting and responding to it musically or in another 
modality. 

Self-reflection is essential to therapy for two reasons. First, it provides 
the client with self-awareness and insight. Hearing herself through her own 
ears and through the therapist's ears helps the client to recognize the need for 
change and then identify the specific kinds of changes that need to be made. 
Second, self-reflection is a way of testing and dealing with reality. Once 
externalized, the client’s self has to negotiate with the demands of the world. 
This process of give-and-take is exquisitely carried out through musical 
interactions. 


To Present and Explore Alternatives 


Health has often been described as wholeness—that way of being when the 
parts work together toward becoming increasingly more complete as a 
human being. Thus, when the parts are not working, either alone or together, 
our potential for wholeness has been reduced. When considered in this light, 
every health need can be seen as a reduction in the alternatives needed to 
become a fully functioning human being. Following from this, every form of 
therapy can be defined as an attempt to find, evaluate, and choose the best 
alternatives in the client’s pursuit of health. The ongoing job of a therapist, 
then, is to help clients identify the alternatives and potentials they need. 
Exploring the client's alternatives and potentials is indigenous to the 
creative process of making and listening to music. When clients make music, 
they take on a particular musical challenge or problem (e.g., performing the 
score, improvising around a particular rhythm or melody, writing a song) 
and then begin to explore what musical options are available given the 
inherent limits placed on the task. Then they have to evaluate the options, 
make decisions, and work them out. Making music is always about trying 
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out different things, deciding what is best, and then working it all out, 
eventually using whatever resources are found to be relevant and available. 
Similarly, listening to music always involves deciding what to listen to, how 
to listen, what the music means, and so forth. Music listening is the process of 
exploring a piece of music and one’s own imagination at the same time. 
Creative exploration is also a way of working with the feedback that a 
client gets from her own music-making. As explained above, hearing her 
own sounds and hearing how others respond to them help to illuminate the 
kinds of changes that the client needs to make, but before such changes can 
be made, the client has to explore the various options and rehearse the 


change itself. It is the exploratory, creative nature of music that enables such 
experimentation. 


To Guide as Necessary 


Sometimes clients do not adequately understand their own health needs and 
what they need to do to address them. In these cases, the therapist serves as a 
guide by pointing to paths the client can take to reach better health. 
Sometimes clients understand their health needs and the paths they need to 
take but are unaware of the resources they have to travel the path. In these 
cases, the job of the therapist is to help the client recognize and own her own 
resources. Sometimes clients cannot see valid alternatives to their problems. 
Here the job of the therapist is to introduce alternatives that the client can try 
out as possible resolutions. All of these scenarios provide examples when the 
help of the therapist involves guiding the client in some way. Notice that in 
all of them, the therapist does not tell the client what to do or what changes 
must be made, but rather leads the client to various choice points along the 
journey toward health. 


To Connect the Client to Self and World 


An important characteristic of wholeness, both in health and in music, is 
harmony. Harmony is when everything fits and works together as parts of a 
whole, which become part of another whole, and so forth. For this reason, a 
common goal in music therapy, whether the orientation is educational, 
medical, or psychotherapeutic, is to help the client make connections of all 
kinds, to put the parts together into a harmonious whole. The connections 
that need to be made may be between various parts of the self (e.g., body, 
mind, spirit), between various parts of the body (e.g., hands and eyes or 
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ears), between various parts of the psyche (e.g., conscious and unconscious; 
thoughts, feelings, images, memories, attitudes, beliefs), or between self and 
nonself (e.g., other people, objects, the universe, etc.). 

In addition to connections to self and significant others, music therapy 
is also concerned with the client’s connection to her ecology. How do the 
client’s sociocultural context and physical environment influence the client? 
And how does the client need to change her ecology to improve her health? 
Often, these concerns are central to the client’s needs as intrapersonal and 
interpersonal relationships. 

Music is useful in making all such connections because it involves and 
requires every kind. When we sing or play an instrument, we are called upon 
to connect our ears with our minds, our eyes with our hands, our thoughts 
with our feelings, our unconscious fantasies with our conscious intentions, 
our beliefs with our actions, our inner worlds with the outer world, ourselves 
to others, and ourselves to our society, culture, and physical environment. 
Similarly, when we listen to music, we feel the vibrations in different parts of 
the body, we hear how ideas and feelings fit together, we experience the past 
with the present, and we hear how all aspects of our world are connected. 
Music is a model of human harmony—it provides the necessary maps and 
routes to connect the various parts of our existence and experience. 

Of course, the connections that are inherent in music can also be 
enhanced or facilitated through verbal and nonverbal means. Music 
therapists often engage clients in discussions that identify connections that 
need to be made or explored in music, or they may ask clients to discuss 
connections that have already been experienced within the music. Music 
therapists may also use other modalities such as moving and drawing to 
make connections before or after the music experience. 


To Provide Redress 


Clients often come to therapy because they have suffered a loss, trauma, 
injury, or deprivation of some kind and as a consequence have basic human 
needs that have not been met in the past or are not being met in the present. 
These needs may be physical, emotional, mental, social, or spiritual in nature. 
For example, clients who grew up in a deprived environment may need the 
therapist to provide sensory stimulation and affectionate touch; clients who 
have not had adequate parenting may need for the therapist to temporarily 
serve as a surrogate mother or father; clients who were never allowed to play 
as a child may need the therapist to give them permission and 
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encouragement to be playful; clients who have not been given boundaries or 
limits may need for the therapist to provide the necessary structure and 
containment. The possibilities are endless. 

Redress is any attempt the therapist makes to help the client to meet 
unmet needs, as appropriate to the therapist-client relationship. This might 
include providing the client with whatever has been deprived of him or her 
in the past, making restitution for something or someone the client has lost, 
or finding ways to compensate the client for an injury, illness, or trauma. 

While this kind of help is given in many forms of therapy, music 
therapy provides the additional possibility for the client to receive redress 
from the music as well as the therapist. Often, it is within the music 
experience that the client has her needs met, as in the above examples, for 
sensorimotor stimulation, playful experiences, affectionate contact with 
others, structure and containment, or encouragement and hope. “Musical 
redress” may be provided to the client through active involvement in music- 
making or through listening experiences. A particularly caring form of 
musical redress is when the therapist makes a gift of music to the client, 
either through actually singing or playing for the client or by giving the client 
a piece of music, recording, instrument, etc. 


To Intervene When Necessary 


Sometimes clients come to therapy with ingrained thoughts, behaviors, or 
emotions that threaten the safety and well-being of themselves and others 
and that are not sufficiently controlled by the client without some kind of 
outside intervention. For example, the client may have self-destructive 
behaviors that threaten her safety or thoughts and emotions that cause great 
distress. Some clients can be dangerously aggressive and cause harm to those 
around them. Sometimes a client can be extremely anxious or in great 
physical or emotional pain. Some clients are suicidal. All such situations 
require intervention by the therapist. To intervene is to act upon someone or 
something in order to change the existing situation and thereby alter the 
course of events. It implies that a condition already exists and that something 
must be done to abate or remedy it so that the client’s safety and well-being 
are ensured. 

In music therapy, the therapist may intervene personally (either 
verbally or nonverbally) or musically. For example, if the client needs to stop 
a particular behavior, the therapist may personally intervene by physically 
preventing the client from doing it or by verbally directing the client to stop; 
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alternatively, the therapist may engage the client in a music experience that 
precludes the possibility of the client behaving in that way or detracts from 
the client’s motivation to continue. In a completely different setting, a client 
may need to learn how to care for herself, and the therapist may either teach 
the client ways of doing so either verbally or through the music. In yet 
another setting, the client may need to calm down, both physically and 
emotionally, and the therapist may try to help the client through verbal 
discussion or by doing a music relaxation exercise. In situations where the 
physical safety of the client is in danger, the therapist may seek assistance 
from other professionals in preventing harm from coming to clients. In all of 
these examples, the therapist helps by eliciting the desired change. 

A note of caution is in order. Intervention is potentially unethical as 
well as clinically contraindicated. The therapist must be especially mindful of 
the need for reflexivity whenever intervention might be indicated. 


To Motivate 


The irony of therapy is that clients may come to it without the necessary 
motivation to invest in the therapeutic process or make the desired changes. 
In fact, lack of motivation can often be the main reason why a client needs 
therapy. 

In music therapy, clients are motivated by the sheer joy of making and 
listening to music. Music is such a pleasurable and rewarding activity that it 
motivates both therapist and client to reach beyond their limits, to explore 
new horizons, to find new resources, to take new risks, and to try out new 
ways of being in the world. Beyond that, the transcendent beauty of music 
leads us into those wonderful peak experiences that reaffirm the beauty of 
life. 

Going one step further than motivation, the therapist also stimulates 
growth in the client by serving as a catalyst and helping her to take the first 
step. Priestley (1985/2012) explains: 


Because music takes place in the creative play area in 
between inner and outer reality, it can be used to let the 
client take her first step in actualizing a new direction and 
breaking down the barriers between thinking, feeling, and 
doing. (pp. 186-187) 
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To Validate and Affirm 


Clients often come to therapy because they have lost sight of their value as 
human beings and as individuals or because they have always lacked a sense 
of self-worth. In fact, health problems themselves can wear a person down 
and call into question whether one has the resources to conquer them. Of 
course, therapy itself is also hard work; it challenges who we are and what 
we can do. It is not easy to change ourselves, our environment, or our lives. 
In the process of trying, clients often become weary and need support, praise, 
acceptance, and encouragement. Such forms of validation are sometimes the 
most valuable kind of help that a therapist can offer to clients. 

To validate and affirm goes beyond identifying a person’s resources; it 
involves reassuring the client that her worth does not depend on any one 
aspect of herself, but instead is based upon her intrinsic value as a human 
being. The client needs to know that she is defined not only in terms of the 
needs and resources emphasized in the therapy process, but also by who she 
is, who she has been, and who she is yet to become in all aspects of her life. 

Validating and affirming the client is also indispensable in 
empowering the client to face the challenges of therapeutic change. It is not 
enough to simply identify the client’s resources; the therapist also has to help 
the client to own them and recognize their usefulness. Priestley (1985) is 
eloquent in describing this function of the therapist. She says that the 
therapist must continually strive “to receive and hold treasures [of the client] 
and feed them back as necessary” (p. 185). 

In music therapy, validation may come from the therapist on a 
personal level, or it may come from the music. When a client makes music 
and when that music brings attention and praise, the experience is very self- 
validating; the success of making music builds self-confidence and self- 
esteem. When clients listen to music, a different kind of validation is 
provided. Sometimes the way the client feels is validated by what the music 
is expressing, almost as if the music is saying, “Yes, this is the way it feels.” 
Sometimes the music is validating because it offers emotional support and 
reassurance. It creates and sustains a holding environment in which we can 
feel safe. Ultimately, whether the therapist or music provides validation, it is 
one of the most treasured kinds of help that a client can receive. 
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To Care for the Client 


All of the above ways of helping the client are predicated on the therapist's 
caring for the client. A therapist helps a client and carefully monitors this 
help because he cares for and about the client. To care is essential to helping 
and serving the client. Priestley goes so far as to say, “I have discovered that 
if I cannot find something to love ina client, I cannot work with her. Most of 
my colleagues say the same” (p. 243). She goes on to say that music therapy 
is like: 


panning for gold ... filling the pan with dry river sand and 
shaking it until the heavy stones and gold dust come to the 
surface. When I’ve seen the glimpse of gold—and it may be 
in a drumbeat, a rhythm, an expression, a gesture, or a stray 
sentence— then I know the way ahead is clear. 1 am happy. 
(p. 243) 


Paradoxically, caring for the client is both a precondition for effective therapy 
and the effect of successful therapy. As clearly as one can see that the 
therapist must care for the client to perform all of the above functions, it is 
equally apparent that once the therapist performs each function, he is bound 
to care more for the client. 

Once again, the therapist must be mindful to stay very reflexive about 
how much he cares about each client. Caring too much or caring in an 
inappropriate way is as harmful as caring too little. This leads into the next 
important function. 


To Protect One’s Own Ability to Help 


An important line in the safety instructions given to airline passengers before 
takeoff is: “In the event that oxygen masks are needed, please be sure to put 
your own mask on first before trying to assist your child.” The logic is pretty 
simple: One cannot help someone else if incapacitated or endangered. 
Similarly, helping a client requires the therapist to protect himself from the 
dangers of being a helper and thereby preserve his own ability to be a safe 
and effective helper. In short, the therapist has to take care of himself. 

Music therapists, like many other health professionals, are susceptible 
to compassion fatigue and burn-out. Though several treatment approaches 
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have been developed to help music therapists who suffer from these 
consequences of clinical work (Brooks, 2013), the best remedy is to prevent 
them through continuing efforts to take care of oneself. Supervision and 
consultation with other therapists are two excellent ways to safeguard 
oneself against compassion fatigue and burnout. In addition, music 
therapists have another powerful resource—the ability to nurture themselves 
musically. 


One cannot be a music therapist if music does not thrive 
within; for this reason, it is imperative to steadily develop 
and nurture one’s own musical self. This can be done by 
continuing to play or study one’s own instrument for 
pleasure and by taking every opportunity to enjoy listening 
to music of all kinds. The emphasis here is not on work but 
on play: The point is to keep the joys of music in our own 
lives. It is essential for us to do this—not only to protect our 
clients from exposure to an atrophied musical self but also 
for our own good, to keep the very part of ourselves that 
brought us to music therapy alive, healthy, and growing. 
(Bruscia, 1998b, p. 117) 


9 


CLIENT 


Now that the terms “therapist” and “help” have been defined, further 
clarification is needed on what a “client” is. Who goes to a therapist for help? 
What role conditions are necessary for someone to be a “client?” What 
characterizes the person on the receiving end of therapy? 


Nomenclature Issues 


In the minds of most laypeople, the need for therapy often implies that a 
person has an illness or disorder of some kind and needs help in dealing 
with it. For various reasons, having certain kinds of health problems or 
needing certain kinds of help from others often carries a stigma in our 
society. This is particularly true when the problem is mental or emotional in 
nature or when a medical condition is contagious or related to a taboo. 
Health professionals have tried to circumvent such stigma by creating 
new terms for individuals who need therapy. The terminology often reflects 
the setting in which therapy is provided and the philosophical orientation of 
treatment. For example, “patients” are found most often in hospitals or 
institutions where the orientation is medical; “clients,” “ 
“service users” are most often found in private practices, clinics, and agencies 
where the orientation is psychosocial; “students” or “pupils” with special 
needs are found in schools where the orientation is educational; and “resi- 
dents” are found in group homes or nursing facilities where treatment is 
milieu-oriented. Finally, terms such as “persons,” “human_ beings,” 


consumers,” or 
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“recipients” and “participants” are used to subsume all of the more specific 
labels. 

Language and culture are also factors. For example, “client” is a term 
that is appropriate in English-speaking cultures, but inappropriate in 
Spanish-speaking cultures. In some cultures, “consumers” or “service users” 
are inappropriate because of the commercial implications. 

In surveying definitions of music therapy, it is interesting to discover 
how these issues are addressed. Most say that the recipients of music therapy 
are adults and children who have one or more type of disorder, handicap, 
need, or problem. The problems most often cited are physical, emotional, 
psychological, intellectual, behavioral, motor, and social in nature, which 
certainly covers a broad spectrum of populations and pathologies. In the 
1998 definition, clients were broadly defined as having a health threat of 
some kind. 

Many -music therapists object to defining the client in terms of a 
pathology, disorder, deficit, health threat, or abnormality. See Note 9. The 
reason is twofold. First, not all clients who come to therapy can be accurately 
described in this way; many clients are essentially well and are seeking 
developmental growth or increased quality of life. Second, defining clients in 
this way implies that both health and therapy are pathocentric (always 
focusing on a client’s pathology rather than her strengths and resources). 
These objections have led to a movement to avoid using labels such as 
patient, client, or any name that implies a problem and to oppose the idea of 
using any kind of problem as a definitional criterion for people who come to 
therapy. 

Admittedly, all clients do not have a health problem; however, this is 
not the case for most people served by music therapy. Thus, to abandon the 
notion of pathology entirely is to deny the very aim and nature of music 
therapy in many clinical settings. It can also be admitted that being a client 
can carry stigmas; however, once again this does not hold true for many 
people and in many sociocultural settings. Thus, to modify definitional 
criteria to exclude any potentially stigmatic terms would be to exclude the 
majority of people served by music therapy. In short, “local” concerns over 
problem-oriented therapy and “local” stigmas that may be associated with 
nomenclature cannot be regarded as “universal” issues for music therapy. 

For these reasons, the 2014 definition has retained the name “client” for 
recipients of music therapy but has revised the definition of the term so that 
it does not necessarily imply pathology. 
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Scope 


Although not specifically mentioned in many definitions, it is important to 
remember that therapy is also provided to groups of people, including 
_ couples, families, groups, and communities. There is also a growing trend to 
regard environmental and sociocultural contexts as target recipients of 
therapy. 

This expansion in the definition of clientele for therapy is consistent 
with a growing realization in medicine, psychology, and many other health 
professions of the importance of contexts. The client, therapist, and 
therapeutic process itself are inextricably linked to the many environmental 
and sociocultural contexts in which the work is done. We cannot understand 
or help human beings to optimize their health without also examining and 
treating the various contexts or environments in which they live. Thus, the 
clients of therapy will increasingly be not only the individual with a health 
concern, but all of those ecological units impinging upon her, and all of those 
groups, communities, and systems that are in turn affected by someone with 
. ahealth problem in their midst. 


Definitional Criteria for Client 


Since there are so many different conceptions of who goes to music therapy 
and what they should be called, it is important that any definition of music 
therapy include criteria for participation. More specifically, the health status 
or needs of music therapy candidates must be clearly delineated, along with 
the needs addressed by the therapeutic process. 

In the present definition, “client” has been chosen as the term for the 
person who participates in or receives music therapy. Specific criteria for 
being a client are: 


1) any individual, group, community, or environment 

2) that needs or seeks help from a therapist 

3) in the form of services 

4) provided within a professional relationship 

5) for the purpose of addressing a health-related concern or 
goal. 
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Client Awareness Levels 


Of course, not all clients actively seek out help, despite their health needs. 
Individuals who do not have the mental or physical capacity to recognize 
their own health problems or to seek help from a therapist also qualify as 
clients. Much depends upon their self-awareness and their level of 
functioning. In these cases, parents, legal guardians, or clinical agencies may 
act on behalf of the clients in contracting the necessary therapeutic services. 

Many different levels of client awareness and intentionality may be 
encountered in music therapy. Although one might assume that the main 
variable is the severity of the health issue, this is not the only factor. There are 
three other important variables: (1) the extent to which the client is 
adequately aware of her own health needs, (2) the extent to which the client 
perceives and accepts the need for therapy, and (3) the extent to which the 
client understands and accepts how music therapy might help. 

Some clients, because of the severity of their health issue, have no or 
very little awareness that they have a health problem and that therapy is 
needed to address it. These clients are often those already receiving 
therapeutic services in an institutional program, hospital, or agency; because 
they are incapable of recognizing their own needs, they have been placed in 
various therapies by health professionals who have the expertise needed to 
assess and address these needs. Examples include persons who are 
profoundly intellectually disabled, persons in low awareness states, 
hospitalized persons in intensive care, infants, and individuals with 
psychosis or dementia. 

At the next level are clients who are somewhat aware of a need or 
problem, but deny that therapy is needed to address it. These clients usually 
perceive themselves as functioning adequately, either in or out of a 
therapeutic program. Examples include individuals who are partially 
affected by mental disorders, individuals with personality disorders, 
hyperactive children, the frail elderly, and so forth. Another example of 
denial is the client who will not admit that she has a need or problem and 
therefore refuses to undergo therapy. Examples are persons with substance 
use disorders, personality disorders, and many of those in the previous 
category. 

Next are clients who are aware of a need or problem and have a 
limited understanding of the nature of therapy and its potential benefits. 
These individuals usually try to cope with their own problems using their 
own resources and do not seek help because they are ashamed or because 
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they don’t understand or believe in therapy. Examples are individuals with 
chronic depression, individuals with a serious medical condition, and 
individuals who have been traumatized by death, divorce, abuse, and so 
forth. Also included may be the client who continually seeks therapy of 
different kinds or with different therapists and never acknowledges that 
therapy has been successful. 

At the highest level of awareness and understanding are those clients 
who are aware of a need or problem and have some understanding of its 
nature and how therapy can help. These clients are comfortable seeking 
guidance or help from others in coping with their problems. Also included in 
this level are those who do not need to address a problem, but pursue 
therapy for self-improvement or preventive purposes. These individuals are 
living in a healthy way, function well, and can work with others toward self- 
improvement. 

The levels of awareness and functioning described above determine 
how clients find their way into music therapy. Those clients with sufficient 
understanding of themselves and the nature of therapy are likely to self-refer, 
that is, to actively seek the services of a music therapist. They are also likely 
to accept an invitation to experience a session or attend a workshop and then 
decide whether they want to pursue therapy further. Those clients with less 
understanding are likely to be referred to music therapy services by other 
professionals, brought to a music therapist by a parent or guardian, or 
actually placed in an existing music therapy program at an institution, 
school, hospital, or agency. 


Roles of the Client 


Upon entering therapy, clients and therapist immediately begin to explore 
their roles in relation to one another. Naturally, the above levels of client 
awareness, acceptance, and understanding will greatly affect what roles the 
client will be able and willing to take. Nevertheless, for therapy to have any 
effect, the client needs to assume or learn three main roles commensurate 
with her abilities. 

The first role expectation for the client is to participate in the music 
experience to the extent possible. Such participation may involve listening 
(either passively or actively), or it may involve music-making at some level. 
Much depends upon the client's interests, abilities, and level of commitment; 
however, it is also important for the therapist to help the client participate in 
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those types of music experiences that are most relevant to her therapeutic 
needs. 

The second role expectation is for the client to interact with the 
therapist to the extent possible. This may include merely staying with the 
therapist during the entire session, making occasional eye contact, or 
listening to music in the same room, or it may involve active, challenging 
forms of musical and nonmusical interaction. Once again, the client 
ultimately determines the type, level, and authenticity of the interaction, but 
the therapist must also help the client to enter into those interactions and 
relationships that are most relevant to her therapeutic needs. 

The third role expectation is for the client, to the extent possible, to try 
out healthier ways of being, doing, and living. This role expectation is 
inherent in experiential therapies. The core idea of music therapy is to use 
music experiences and relationships to help the client find and try out 
alternatives, and thereby determine which is best or healthier—whether 
“best” for that client means more pleasurable, less painful, more comfortable, 
less difficult, more meaningful, more fulfilling, or healthier. Needless to say, 
clients vary considerably in their ability to make such differentiations, 
considerations, and choices, and the therapist must be sensitive to each 
client's capabilities. 


Clients as Collectives and Contexts 


The previous two sections on awareness levels and roles were written with 
individual clients and client groups in mind; however, many of the same 
basic ideas can be applied to communities, environments, and contexts. That 
is, when these entities are designated as “clients,” they too can have different 
levels of awareness and denial with regard to their health issues and need for 
therapy. They can also have different levels of understanding of the nature of 
therapy, and its potential benefits. All of these must be considered. 

The three main roles of individual clients can also be applied to 
collectives and contexts: There must be participation in music, interaction 


with a therapist, and an openness to consider alternative ways of being, 
doing, and living. 


10 


TO OPTIMIZE 
THE CLIENT’S HEALTH 


Optimize 


To “optimize” is not merely to “improve” (move from one level or state in a 
particular area of health to the next higher one) or to “promote” (advance 
one’s general health). Optimize signals that efforts are made to bring the 
client to her highest level of potential in becoming healthy, both specifically 
and generally. Thus, in this context, optimize does not mean to move one’s 
health incrementally or generally; rather, it is to work toward maximizing the 
unique health potentials of each individual. 


What Does Health Encompass? 


The present definition states that the primary aim of music therapy is to help 
clients optimize their health. While this might seem like a safe generalization 
to make, a review of definitions in the Appendix raises many questions. 
Many say simply that music therapy is the use of music for “therapeutic 
aims,” without specifying the outcomes, and, surprisingly, only a few defini- 
tions even mention health. It is also interesting to find that many definitions 
state the desired outcome in other terms, such as well-being, wellness, full 
functioning, integration, maximum potential, and self-actualization. An even 
greater number describe the outcome in terms of pathology rather than 
health. These definitions describe music therapy as the treatment or rehabil- 


98 To Optimize Client’s Health 


itation of illness, disease, disorder, disability, problems, and needs. See 
chapter 5 for a fuller discussion of these variations. 

One explanation is that music therapy is used with so many different 
client populations that it is impossible to cite the same aims across various 
clinical settings. Thus, music therapists working in a school setting have 
different aims than those working in a hospital, rehabilitation center, or 
nursing home. As a result, they not only define music therapy differently, but 
they also have completely different notions about what constitutes health for 
their particular clientele. Thus, as populations and settings vary, so do 
therapeutic aims and philosophies, and as these vary, so do definitions of 
music therapy and conceptions of health. 

Obviously, a comprehensive definition of music therapy has to take 
these differences in clinical perspectives into account, and an attempt must be 
made to recognize and understand the philosophies of health underlying 
them. 

A central task for music therapy, then, is to define health in a way that 
illuminates and embraces the myriad variations in clinical perspectives. To 
do this, several fundamental issues have to be addressed. 

An older Webster's dictionary (1974) defines health as a “condition of 
being sound in body, mind, and spirit.” This statement is quite a significant 
one in that it implies that health is a holistic condition. It is not defined or 
determined by the state of the body alone, but is the overall soundness of all 
parts of us. Thus, health is being sound of body and being sound of mind 
and being sound of spirit. The World Health Organization (WHO, 1948) 
agrees with this holistic view. They defined as health as “a state of complete 
physical, mental, and social well-being, and not merely the absence of disease 
or infirmity.” (http://www.who.int/about/definition/en/print.html). It is 
interesting to find that this definition has not been amended by WHO since 
1948. 

Of course, one might very well ask whether health includes anything 
beyond the individual. What else has to be sound for the individual to be 
sound? What other entities might be involved in an individual’s well-being? 
Ruud (1998) points out that health is a phenomenon that extends beyond the 
individual to encompass society and culture. An individual cannot be sound 
of body, mind, and spirit in a society and culture that is not healthy; 
conversely, a society and culture cannot be healthy if individuals within 
them are not sound in body, mind, and spirit. Moreover, an individual needs 
the support of society and culture to be healthy, and every individual's 
health has an impact on society and culture. Going even further, it can also be 
argued that the health of any individual, society, and culture is integrally 
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linked to the physical environment. Thus, health encompasses and depends 
upon the entire ecological system, from body, mind, and spirit, and their 
interactions within the individual, to the broader contexts of the individual’s 
relationships with society, culture, and environment. 


Is Health a Dichotomy or a Continuum? 


The next important question is whether health is an either-or, dichotomous 
condition (either well or ill, healthy or sick) or a graduated continuum 
ranging from unhealth to health, with no definitive boundaries between the 
two polarities. This question certainly has implications for how one defines 
“client.” 

Antonovsky (1987), a medical sociologist and leader in health studies, 
differentiated two orientations that can be taken in answering this question, 
pathogenic and salutogenic. This differentiation has been historically 
significant. : 


Pathogenic Orientation 


In the pathogenic orientation, health is a state of well-being or homeostasis 
that we continually try to maintain but that continually gets disrupted by 
illness, injury, disease, and so forth. In this orientation, health is a 
dichotomous, either-or phenomenon: We are either healthy and successfully 
maintaining a state of homeostasis, or we are unhealthy because that state has 
been disrupted or lost by the intrusion of a pathology. Thus, health is 
regarded as the usual or normal state of being (even though somewhat ideal 
and elusive), characterized by the absence of pathology, while unhealth is an 
abnormal, unusual, and undesirable state, characterized by the presence of 
pathology. 

There are many different types of pathology that can disrupt health, 
and when they are defined and compared, we can learn much about what 
constitutes health. The following list includes some of the most commonly 
used terms in the pathogenic orientation. 

Obviously, there are many overlaps and boundaries between these 
terms; however, within the pathogenic orientation, making such distinctions 
can be very helpful in ferreting out the various layers of a client’s health 
problem or pathological condition. For example, cerebral palsy is a 
“syndrome” of motor “disorders” (e.g., spasticity, ataxia, etc.), which are the 
result of a “trauma” to the brain at birth. The disorders result in various 


100 To Optimize Client’s Health 


Table 10-1: Pathogenic Terminology 


Abnormality: any structural or functional irregularity, or any deviation from 
normal expectations or prescriptions (e.g., microcephaly, sociopathy). 

Deficit: the lack of something necessary or essential to structural 
completeness or functional adequacy (e.g., the absence or loss of a limb 
or other part of the body). 

Disability: any Joss of capacity to perform specific acts resulting from any of 
the above. As such, a disability is an outcome or result of the other 
health threats. This term is often used interchangeably with 
impairment and handicap. 

Disease: the loss of health due to the collapse, disruption, malfunctioning, or 
deterioration of organic structures or processes; any illness, sickness, or 
malady (e.g., cancer, Alzheimer’s disease, multiple sclerosis, etc.). 

Disorder or impairment: any loss, disruption, or disturbance in normal human 
functioning (e.g., aphasia, paralysis, blindness, allergies, immune 
disorders, sleep disorders). Sometimes the term “disorder” is used 
interchangeably with “syndrome” (as in the Diagnostic and Statistical 
Manual), but for the sake of clarity, syndrome is defined here as a 
group of disorders. Thus, all clients within a particular population 
have the same syndrome, but each client may have different disorders 
related to the syndrome. 

Exceptionality: a broad term for any exception to the rule, norm, or standard, 
including any extremes (e.g., exceptionally high or low IQ, special 
talents, being extremely small or large in physical size, etc.). 

Handicap: any restriction in the full performance or experience of an activity; 
any limitation in the potential to perform a task to its fullest. This 
includes common activities such as driving a car, participating in 
sports, living independently, etc. 

Problem in Living: any difficulty in everyday life that stems from any of the 
above (e.g., problems with job, relationships, finances, etc.). 

Syndrome: any health problem defined by a particular group of symptoms 
and/or etiologies (e.g., cerebral palsy, schizophrenia). Syndromes 
usually define a particular client population. 

Trauma: any injury or harm brought about an environmental event or 
condition (e.g., being injured during birth, getting hurt in an accident, 
being victimized or abused, witnessing a very painful! event, being 
involved in a disaster or war). 
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kinds of “disabilities” (e.g., speech, walking) and “handicaps” (inability to 
drive a car), which in turn cause many “problems in living” (e.g., isolation, 
depression). 

Taking another example shows that every clinical condition has a 
completely different configuration. Depression resulting from a “trauma” is 
a “problem in living;” depression resulting from an imbalance in brain 
chemistry is a “disorder.” The inability to speak is a “disability” in cerebral 
palsy because it is the result of the motor “disorders,” but in other conditions, 
speech problems are “disorders or impairments.” 

While those who subscribe to the pathogenic orientation are quite 
concerned with diagnosis and classification of the client’s pathology, they 
also can take two distinct positions: one that focuses on health and one that 
focuses on disease. Antonovsky (1987) explains: “Those who adopt the 
former position [i.e a health emphasis] would allocate attention and 
resources to keeping people healthy, preventing them from becoming sick. 
Those who take the latter stance [i.e., a disease emphasis] focus on treating 
those who are sick, seeking to prevent death and chronicity and to restore 
health if possible” (p. 3). This distinction is important because it points out 
that interest in prevention and health maintenance can still stem from a 
pathogenic rather than salutogenic orientation. 


Salutogenic Orientation 


In the salutogenic orientation, a person’s health can be described along a 
continuum, depending upon how well the person is resisting, combating, or 
coping with the continual health threats described above, or what 
Antonovsky calls life stressors of all kinds, ranging from the microbiological 
to the sociocultural. In this orientation, health is a state of heterostasis rather 
than homeostasis, that is, health exists in the presence of (and in spite of) 
ongoing health threats or life stressors. Thus, health is not a normal 
homeostatic state that we have to continually maintain by staying free from 
disease; rather, it is an ongoing process of building “generalized resistance 
resources” to the normal threats to health. In the salutogenic orientation, 
disease is not an abnormal occurrence, and very far from an unusual one; 
moreover, life’s stressors are not necessarily the cause of disease but, in fact, 
may be the very source of health. The reason is that life stressors enable us to 
build the resistances we need to move from the disease end of the continuum 
to the health/ease end. 


102 To Optintize Client's Health 


Antonovsky is unequivocal in stating the two fundamental 
assumptions of the salutogenic orientation: The first is that heterostasis and 
disorders are “the prototypical characteristic of the living organism” (p. 2); 
the second is that “disease, however defined, is very far from an unusual 
occurrence” (p. 2). 

It is important to point out that notwithstanding the names given to 
these two orientations, the main difference is not that the pathogenic focuses 
exclusively on unhealth and the salutogenic focuses exclusively on health. 
This is not the case. Rather, there are two important other distinctions. First, 
in the pathogenic, health is considered usual, and unhealth is considered 
“unusual;” in the salutogenic, health and unhealth are both considered usual. 
Second, in the pathogenic orientation, health is an either-or state, while in the 
salutogenic, health is an ongoing process of managing unhealth. 


Is Health Objective or Subjective? 


Related to the dichotomy question is whether health is best viewed 
objectively or subjectively. That is, do we evaluate health through objective 
observation and measurement, or do we evaluate it through subjective 
means? Can someone be regarded as healthy if we can provide some kind of 
proof that they are in a state of health (or nondisease), or must they also 
experience themselves as being healthy? So the objective vs. subjective 
perspective on health is related to whether health is a dichotomous state, 
continuum, or experience. Obviously, it is easier to measure as a state or 
continuum than an experience. As an experience, it is “an individual and 
personal phenomenon, and the road to health is seen differently from person 
to person” (Ruud, 2010, p. 103). 

Ruud (2010) advocates for an experiential, subjective concept of health 
that is rooted in the views of one’s culture. 


Instead of looking for an objective definition of health, we 
see how health can be seen as a category of experience, 
which reveals some of our unspoken suppositions about 
human and social realities. When we speak about health, 
we give expression to our culture’s view of what is meant 
by well-being and life quality. Health is in this sense a 
keyword, a productive or generative concept, and a value 
that is added to other values important to us. (p. 104) 
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Health as a Way of Being 


Antonovsky’s notion about health as process helps us to realize that health is 
more than something that we either have or do not have, depending upon 
the presence or absence of disease; it is what we do with whatever we have 
and do not have. But even this notion has to go one step further. What we 
“do” with respect to our health is part of who we are as individuals. Thus, 
health is a way of being, rather than merely a state of having or a process of 
doing. Interestingly, Webster's definition suggests the same idea; it describes 
health as a condition of being sound rather than a soundness of mind, body, 
and spirit. This implies that health is more than an attribute that a particular 
structure of the individual either has or does not have; it is an active process 
that the individual undertakes through these structures, and, even more, it is 
the individual’s way of being with those structures, in whatever state they 
happen to be at the time. Thus, health is not something to have; it is 
something we do, and, even further, it is who we are. The same can be said of 
unhealth. 

Conceiving health as a way of being has two significant implications. 
First, health and unhealth are not defined for us according to objective 
determinations of whether we have a disease; rather, we define where we are 
along the continuum of health/unhealth as it constantly emerges. Health is a 
choice we actively make, not a condition that happens to us. Second, as a 
choice, health depends upon how we experience wherever we are along the 
continuum. It is more than an attribute belonging to us as objects; it is how 
we subjectively experience ourselves as persons. It does not reside in our 
structures, nor is it merely reflected in our actions. Health is more than an 
objective condition: It is intrinsically subjective, and it depends largely upon 
how we define and experience ourselves and our world. In short, health is 
who we are as we experience ourselves and as we shape those experiences. It 
is, as Ruud (1998) puts it, our whole “quality of life” or what might be more 
accurately called our whole quality of living. 

Aldridge (1996) has already put forth many of these ideas in reference 
to music therapy and goes even further to describe health as a personal 
identity that we create through the lifestyle that we choose. He says: 


In modern times, health is no longer a state of not being 
sick. Individuals are choosing to become healthy and, in 
some cases, declare themselves as pursuing the activity of 
being well. This change, from attributing the status of 
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“being sick” to engaging in the activity of “being well,” is a 
reflection of a modern trend whereby individuals are taking 
definition of themselves into their own hands rather than 
relying upon an identity being imposed by another. ... 
While personal active involvement has always been present 
in healthcare maintenance and prevention ... a new 
development appears to be that “being healthy,” being a 
“creative” person, being a “musical” person, and being a 
“spiritual” person are significant factors in the composition 
of an individual's “lifestyle.” Rather than strategies of 
personal health management in response to sickness, we see 
an assemblage of activities like dietary practices, exercise 
practices, aesthetic practices, psychological practices, 
spiritual practices designed to promote health and prevent 
sickness. These activities are incorporated under the rubric 
of “lifestyle” .... (p. 20) 


Abrams (2012) distinguishes between taking a science vs. humanities 
perspective in the definition of health. In a science perspective, health is 


applicable to human beings, but not uniquely indigenous or limited to them. 
Instead: 


Health consists of specific physiological, behavioral, and 
psychosocial variables, with intrinsic value based upon 
general standards of health across particular dimensions of 
functioning. ... Health promotion is concerned “with the 
“what” of living things (including humans) and with the 
question of how well “it” works (the operation of causal 
mechanisms) in promoting health, with “evidence” 
manifesting from within a positivist (or post-positivist) 
paradigm (based upon a single, central reality that is 
discerned objectively). (p. 1) 


In contrast, in a humanities perspective: 


Health consists of uniquely human ways of being, with value 
based not upon any general standards, but rather upon the 
personal and interpersonal contexts of the person or 
persons in question. These ways of being are meaningful 
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only within a framework uniquely indigenous to persons. (p. 
1) 


He concludes this comparison by opting for the humanities perspective and 
defining health as “healthful ways of being-in-relationship” and human 
therapy as any practice that promotes these ways of being-in-relationship (p. 
59). 


Health Defined 


So far we have reached some fundamental conclusions about health. The first 
is that it is holistic, going beyond the body to include mind and spirit and 
going beyond the individual to include one’s society, culture, and 
environment. The second is that health exists along a multidimensional 
continuum of constant change, ranging from unhealth to health; it is not an 
ideal, dichotomous state of homeostasis that differentiates wellness from 
illness. We are not in or out of health; we are related to both health and 
unhealth on many different levels and in many different ways. The third is 
that health is not something we have; it is an active process and our very way 
of being in that process. Fourth, health is not an objective or subjective 
phenomenon; it is both. Finally, health is not how well we function 
mechanistically; rather, it is a way of being in relationship. 

With these conclusions stated, we can now move to an even broader, 
far-reaching definition—one that is brief but requires considerable 
elaboration of each of its components. 


Health is the process of becoming one’s fullest potential for individual 
and ecological wholeness. 


Process of Becoming 


Health is developmental and evolutionary; it is a process of moving beyond 
the present way of being into increasingly richer and fuller ways. It is not a 
state of being in the past or present; it is an active and intentional emerging 
into the future—a continually striving to become who we can be. 

Wilber (1995) has described this process of becoming healthy in terms 
of four continuous operations: (1) preserving positive aspects of our health, 
including our own resources; (2) adapting beneficially to our health 
conditions, environments, and contexts; (3) getting rid of negative aspects of 


106 To Optimize Client's Health 


our health; and (4) transcending our conditions, environments, and contexts 
to the extent possible. 

These forces work in continual tension, through opposite pulls that the 
individual must seek to balance. In preservation, the pull is toward self and 
away from nonself; in adaptation, the pull is toward nonself and away from 
self; in dissolution, the pull is toward letting go of previous selves; and in 
transcendence, the pull is toward creating new selves; 


One’s Fullest Potential 


A potential is any alternative or possibility that exists that is desirable or 
preferable with respect to development and evolution. It is the next rung on 
any of the many ladders of growth—for body, mind, spirit, individual, 
society, culture, or environment (or for whatever entities we define as 
components of our health universe). 

Human beings have three layers of potential: universal, collective, and 
individual. The universal layer is the potential that humans have as a species; 
it is largely unknown, yet often used to set limits or norms for what is 
possible with regard to health. Undoubtedly, the possibilities of health for 
the species are greater than what we have envisioned so far. 

The collective layer is the potential formed when individuals gather 
into groups of various sizes, from family to community to society to nation. 
This layer of potential is constantly being explored but remains largely 
unknown. The possibilities of health at this layer are nearly limitless, as they 
depend upon the combined potentials of each individual belonging to the 
group. 

The individual layer is the unique potential that each person has based 
on circumstance, the various contexts in which the person lives, and 
developmental status. No two individuals have the same alternatives or 
possibilities for health; consequently, at this layer, health must be conceived 
as relative rather than universal, individual rather than collective, and 
idiographic rather than nomothetic. Thus, individual health is not defined by 
whether a person has more or fewer potentials when compared to another 
person or to expected norms of a group or species. Rather, health is the extent 
to which each individual reaches his or her own unique potentials at 
whatever developmental! stage the individual is. This means that a person 
with cancer may be healthier than a person without cancer, and a person 
with schizophrenia may be healthier than a person experiencing a spiritual 
crisis. What defines health, then, is not the severity of the challenge (if that 
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could ever be determined), but rather the way a person uses his or her 
developmental potentials at the time in meeting the challenge. 


Individual and Ecological Wholeness 


Wholeness is an ideal of completeness that can never be attained, but 
nevertheless is always present. It is the fundamental aim for all 
developmental and evolutionary growth. Each time we link one part of 
ourselves (e.g., mental) to another part (e.g., emotional), we are creating a 
new wholeness, and each time we link one part of ourselves (e.g., mental) to 
another whole (e.g., self-awareness), we are expanding our wholeness. Every 
part or entity contributes to creating a whole, which contributes to becoming 
part of a larger whole, which becomes part of larger and larger wholes, ad 
infinitum. Wilber (1995) calls these layers or components of reality “holons” 
and describes their constellations as “holarchies.” 

Wholeness can be viewed as individual and ecological. Individual 
wholeness is composed of all of the various parts/wholes (or holons) that 
make up the person, in whatever ways they are defined and differentiated. 
Ecological wholeness is composed of all of the parts/whole (or holons) that 
make up the contexts in which the person lives (e.g., society, culture, and 
environment). 

When described in words, wholeness can seem very abstract and lofty. 
An easier way to understand it is to recognize it where it is already in the 
process of becoming. For example, the design of the human body is based on 
the ideal of wholeness. When the body is “whole,” every part has a function 
and performs that function effectively, and every part interacts with other 
parts to perform a higher function, which interacts with higher functions, 
and so forth. The universe itself can be seen as a continual striving for 
wholeness in how it all fits and works together. 


Implications 


All of these notions about health have tremendous implications for music 
therapy. More specifically, the pathogenic orientation helps us to recognize 
those parts of the individual that threaten health, whereas the salutogenic 
orientation helps us to realize that these threats to health have to be 
contextualized in terms of those assets of the individual that can be used to 
resist or fight these threats. In other words, we cannot look only at the client’s 
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problems and pathologies, and we cannot look only at the client’s assets and 
resources; we have to conceive these as a whole—in tandem. 

The idea of health as wholeness helps us to recognize that the health 
threats and resources of the individual are related to the health threats and 
resources in the ecological contexts in which the individual lives. In other 
words, we cannot look only at the client’s health in isolation; we have to see 
the unavoidable links between the client's health and the health of her family, 
community, society, culture, and environment. 

Health is not only something that we “have,” but it is also something 
that we “do” and something that we “are.” Ultimately, it is a way of being. 
Moreover, it is not a way of being in isolation; it is a way of being within the 
many contexts in which we live. Thus, health is a relational phenomenon. 

The distinction between objective and subjective definitions of health 
helps us to recognize that it is more than a physical or behavioral state or 
condition of being; it also includes how we experience that state or condition. 
Thus, as therapists, when we try to address the health concerns of a client, we 
have to develop goals for addressing the concern, both objectively and 
subjectively — that is, by fostering both exterior and interior changes. 

Putting together these concepts of health with Wilber’s steps in 


becoming healthy given above, the goals of music therapy can now be stated 
in a comprehensive way: 


Exterior Changes 


e To preserve, develop, and fully utilize the physical or 
behavioral assets of the client and the client’s ecology that 
enhance her health; 

e To decrease or eliminate physical or behavioral problems of 
the client and/or the client’s ecology that diminish her health; 

e To find ways for the client or the client’s ecology to adapt 
beneficially to physical or behavioral health threats; 

e To overcome physical or behavioral problems of the client 
and/or the client’s ecology that diminish her health; and 

e To help the client and client's ecology transcend health 
threats of a physical or behavioral nature. 


Interior Changes 
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To preserve, develop, and fully utilize the perceptions and 
experiences of the client and the client's ecology that enhance 
her health; 

To decrease or eliminate perceptions and experiences of the 
client and the client’s ecology that diminish her health; 

To find ways for the client or the client's ecology to 
beneficially adapt her perceptions and experiences to health 
threats; 

To overcome perceptions and experiences of the client and 
the client’s ecology that diminish her health; 

To help the client and client's ecology to transcend health 
threats of a perceptual or experiential nature. 


When this table is considered realistically, it becomes clear that no therapist 
and client can accomplish all of these aims. Treatment planning has to be 
relevant to the client's specific needs for health change—not every need—and 


the goals have 


to be adopted based on the real limits and circumstances of 


therapy —not the ideal limits and circumstances. In most circumstances, it is 
unrealistic and ineffective to adopt and pursue all of these goals. See Note 6B 
on the Fallacies of Holism. 


1] 


USING VARIOUS FACETS 
OF MUSIC EXPERIENCE 


The phrase “using various facets of music experiences” is loaded with 
issues and complications that need to be examined before we can 
reach an understanding of how these experiences are used 
therapeutically. The first challenge is to formulate a definition of music that 
is consistent with the basic premises and practices in music therapy; the 
second is to define and differentiate the myriad levels and types of 
music experiences used for therapy; lastly, the various facets of music 
experience must be examined in detail. 


The present chapter focuses on defining music. We will begin by 
surveying existing definitions of music, and then we will examine how music 
therapists conceptualize music, as indicated in their definitions of music 
therapy. We will then identify those factors operating within a clinical 
context that shape these conceptions. At the end, a definition of music will be 
offered for consideration within the context of music therapy. 

Why is it important for music therapists to deal with such matters? 
Because how we define musichas a profound impact on how we 
conceptualize music therapy. If what gives music therapy its uniqueness is its 
reliance on music, then we need to have a very clear understanding of 
what music is and what it is not. Otherwise, we will be unable to define 
what music therapy is and what it is not. Without clear boundaries for 
music therapy, we will be unable to specify what music therapists do 
that other therapists do not do, and what competencies they have that 
other therapists do not have! 
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Various Definitions of Music 


Philosophers, physicists, psychologists, and musicians have struggled for 
centuries with the elusiveness of music to definition, each taking a very 
different perspective on what it is. Fundamental issues have been debated. 
What is the difference between music and noise? Does music exist only as 
sound, or can it exist in silence? Does music exist in the work itself or in the 
experience of the work? Is music a thing or an activity? Is music a form of 
communication like language, and if so, who is communicating what to 
whom? Is music the unfolding of motion in time? Or, is it the organization of 
sound in time? Is the definition of music necessarily a social construction, 
that is, dependent on how people in any culture define it in their own 
language? 

Here are a few definitions that have been selected to demonstrate the 
many different concepts about music that have been promulgated. They have 
been included here to provide a foundation for the definition of music 
provided toward the end of the chapter. Music is: 


e “the science or art of ordering tones or sounds in succession, 
in combination, and in temporal relationships to produce a 
composition having unity and continuity” (Merriam- 
Webster's Collegiate Dictionary, online edition). 

e “organized sound” (Varese & Chou, 1966, p. 11). 

e “everything that one listens to with the intention of listening 
to music” (Berio, Dalmonte, & Varga, 1985, p. 19). 

e “an ordered arrangement of sounds and silences whose 
meaning is presentative rather than denotative” ... “it is the 
actualization of the possibility of any sound whatever to 
present to some human being a meaning which he 
experiences with his body— that is to say, with his mind, his 
feelings, his senses, his will, and his metabolism”... "a certain 
reciprocal relation established between a person, his behav- 
ior and a sounding object" (Clifton, 1983. p. 10) 

e “nota fact or a thing in the world, but a meaning constituted 
by human beings” (Clifton, 1983, p. 5). 

e “nota thing at all but an activity, something that people do” 
(Small, 1998, p. 2). 

e “To music is to take part, in any capacity in a musical 
performance, whether by performing, by listening, by 
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rehearsing or practicing, by providing material for 
performance (what is called composing), or by dancing” 
(Small, 1998, p. 9). 

e “whatever people choose to recognize as such” (Nattiez, 
1990, pp. 47-48). 

e a phenomenon “given to us with the sole purpose of 
establishing an order in things, including, and particularly, 
the coordination between man and time” (Stravinsky, 1962, 
p. 54). 

e “a tetrad of complementary dimensions involving (1) a doer 
[musicers], (2) some kind of doing [musicing], (3) something 
done [music], and (4) the complete context in which doers 
do what they do. Musicing includes “all five forms of music- 
making: performing, improvising, composing, arranging, 
and conducting” (Elliott, 1995, p. 40). 


How Music Therapists Conceptualize Music 


Music therapists use a broad spectrum of music experiences in working with 
clients and, in so doing, conceive the boundaries of music very expansively. 
While many definitions leave the matter open to interpretation by citing 
“music” as the primary agent of therapy, other definitions use more detailed 
phrases, such as music activities, music experiences, the elements or 
properties of music, and so forth. See chapter 3 for a complete listing. 

Several definitions stipulate that music therapy also relies upon 
interpersonal components, such as the therapist, the therapist's skills, and the 
various relationships formed in music. Some definitions go beyond the 
traditional confines of music as an art form and employ sounds, vibrations, 
and energy forms as part of the therapeutic process. 

What can be concluded from all these diverse conceptualizations of 
music within clinical practice? Simply that if the myriad therapeutic 
potentials of music are to be exploited to the fullest, we must go beyond the 
traditional definitions and boundaries of music established within other 
fields. This leads to the next major issue: What factors in clinical context are 
most important to consider when conceptualizing music? 
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Factors in Defining Music 
Within a Clinical Context 


The challenge for music therapists is that existing definitions of music by 
those outside the field do not capture how music is actually conceived and 
practiced in therapeutic settings. There are many factors operating within a 
clinical setting that shape how music is used, and consequently what music 
therapists believe should be included within the boundaries of “music 
experience.” These factors are a nonjudgmental perspective, the priority of 
therapy vs. music, and how music involves a person, process, and product of 
some kind. 


Nonjudgmental Perspective 


Notwithstanding the wide array of music experiences used, candidates for 
music therapy are not limited to those clients who have extensive musical 
backgrounds, and participation in music therapy does not require clients to 
have special musical abilities or skills. In fact, clients are mostly untrained in 
music, and sometimes they have problems that can interfere with their ability 
to make or experience music fully. 

Because of this, their musical efforts do not always compare favorably 
with those of trained musicians. Sometimes clients are unable to play or sing 
with technical proficiency; sometimes their music lacks rhythmic or tonal 
control; sometimes they do not always sing or play the right notes; 
sometimes clients engage in an exploratory, playful process rather than an 
artistic, creative process, and sometimes the results are sounds rather than 
music. In many cases, clients lack the necessary training and skills to make 
their music sound the way they would like or the way trained musicians 
would like it to sound. 

Aside from the skill issues, clients also come to therapy with their own 
musical preferences and tastes and are not always interested in listening to or 
making music that the therapist has selected for its therapeutic benefits or 
aesthetic qualities. There are also times when clients are not emotionally 
ready to experience music to the fullest, as this would bring them too close to 
their problems. Sometimes, even the best music presents a world of 
experience that a client cannot handle— physically, emotionally, or mentally. 

For all these reasons, the client’s musical abilities and preferences must 
always be accepted nonjudgmentally. While striving to help each client to 
achieve her musical potentials, music therapists also strive to accept the 
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client’s musical efforts at whatever level they are offered, whether consisting 
of sound forms or music and regardless of their artistic or aesthetic merits, 
recognizing that as therapeutic progress is made, the client's music will 
become more fully developed. Essentially, this means that, in a therapeutic 
situation, the client’s needs, the client-therapist relationships, and the goals of 
therapy take precedence over externally imposed aesthetic or artistic 
standards. Moreover, in a clinical context, music must be selected or created 
first for its clinical relevance, usefulness, and appeal for the client, and then 
according to more traditional artistic values. 

This is not to say that the quality of the music experienced in therapy is 
unimportant; it is of utmost concern, even when priority is given to 
therapeutic concerns. When therapy involves listening to music, it is essential 
to consider whether the music has the aesthetic qualities needed to motivate 
the client to engage in the therapeutic process, as well as whether it has the 
physical and psychological qualities needed to induce positive changes. 
Because every piece of music presents and engages a person in a world of 
physical, emotional, mental, and spiritual experiences, there must be 
considerable attention to the kinds of worlds that a therapist wants to present 
to a client. 

When therapy involves the client in making music, it is often in the 
quality and beauty of the music that the client’s therapeutic growth can be 
heard. Imagine for a moment how a group of hyperactive children would 
sound if they were performing in a bell choir. When they are acting out, the 
music will sound disjunct and unharmonious, whereas when they control 
their impulses, pay attention, and cooperate with one another, the music will 
have flow and stability. Every note will be heard in its place; all notes will 
have value in relation to one another. Their music will have all of the desired 
positive qualities. Similarly, anyone who has ever witnessed the musical 
triumphs of a client who has had to overcome multiple disabilities to play a 
single melody line can hardly claim that the resulting music is not beautiful. 
The beauty of music lies beyond its surfaces and structures; it also emanates 
from the soul, and when a client is able to find her soul in music, or make it 
sing, the music is beautiful —regardless of whether the beat is steady and the 
notes are in perfect rhythm. As we will discuss below, music is more than a 
product; the quality of music resides in much more than that. 

The main point of all of this is that the music therapist has to 
accommodate and accept the client's musical efforts, works, and tastes 
without judgment, for it is in this basic respect, this unconditional positive 
regard, that rapport can be established and a therapeutic relationship can be 
built. At the same time, during the course of therapy, the therapist will 
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continually be working to further develop the client’s musical potentials, 
recognizing that it is in this process of musical expansion that therapy takes 
place. With every therapeutic step the client takes, the client's music will 
move closer to the client's full musical potential. 

Nonjudgmental acceptance does not mean that the client does not have 
greater, as yet unmet, musical potentials, and that these potentials should not 
be further developed in therapy. Unconditional positive regard means that 
the therapist accepts the client wherever she is, while also helping the client 
to move forward in meeting her full musical and therapeutic potentials. 


Priorities of Therapy 


In music therapy, the main priority is to address the client's needs and 
problems through music; it is not to produce an enduring work of art that 
will have significance and relevance outside of the therapy context, nor is it 
to promote or perpetuate music as an art form for its own sake. This does not 
mean that when client and therapist make or listen to music they do not care 
about its beauty; nor does it mean that they are not interested in making 
music for its own sake; nor does it mean that the music created or heard in 
therapy characteristically has no aesthetic value. Often the music for therapy 
is of exceptional artistic quality and aesthetic merit, when judged not only 
according to conventional standards of professional musicians and critics, 
but also based on the broader criteria of artistry embraced in music therapy. 
Anyone who has heard the exquisite musicianship of Paul Nordoff can 
hardly claim that music therapists are not concerned with the quality of 
music. His improvisations stand on their own as works of art, and his clinical 
successes were the first to demonstrate a basic principle in music therapy: 
The better the music, the better the client will respond, and the more 
clinically effective music therapy will be. Similarly, anyone who has 
examined the music programs developed by Helen Bonny (2002) for use in 
Guided Imagery and Music (GIM) will realize how important the quality of 
music is in therapy, and not only the compositions, but the performances as 
well. 

But aside from the extent to which music therapists themselves meet 
and adhere to conventional standards of aesthetic values, Aigen (1995a) 
argues that broader criteria have to be embraced in music therapy. Using the 
theory of John Dewey, he proposes that “music as a fine art” and “music as a 
therapeutic art” are not really any different because “the aesthetic qualities of 
music [are] connected to the basic processes of life and nature” (p. 238). He 
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goes on to say that what brings people to therapy is the inability to 
experience the various parts of themselves and their lives as “components of 
a larger whole, the sense of which adds meaning and purpose in life” and 
that it is “the aesthetic properties of music—incorporating the inherent 
dynamisms of melodic, harmonic and rhythmic structures—[that] have the 
ability to frame raw experience into a whole experience” (pp. 240-241). A 
key factor in this “wholing” experience is the tension indigenous to life that 
is also integral to music and therapy, along with the various processes by 
which this tension is accumulated, sustained, resolved, and released. 


Music as Person, Process, Product, and Context 


Every music experience minimally involves a person, a specific musical 
process (i.e, composing, improvising, performing, or listening), a musical 
product (i.e. a composition, improvisation, performance, or perception), and 
a context (e.g., the physical, emotional, interpersonal environment). In music 
therapy, these components are integrally related if not inseparable; in fact, 
the very point of music therapy is finding the relationships between them. 
When a client takes the role of improviser and engages in the process of 
extemporaneously creating an improvisation, the music therapist will always 
seek ways to relate the client to the client’s process, and the resulting product 
to the client, the specific process used by the client, and the context in which 
the process and product exist. The same holds true for when the client takes 
the role of performer, composer, or listener. 

While the relationship between person, process, and product in music 
might seem obvious, it is not universally accepted, and in music therapy, it 
raises a number of fundamental questions with regard to aesthetics: Exactly 
where does the music reside—in the person, the process, or the product— 
and how does this determine the boundaries of music experience? On which 
of these should aesthetic or artistic standards be applied? Do the meaning 
and beauty of the music reside in the person of the client, the process that the 
client undergoes to participate in the music, or the actual musical product 
that results? 

In the author’s opinion, there is only one way to answer these 
questions from a music therapy perspective: The boundaries of music 
include the person, the process, the product, and the environment (e.g., 
nature, the universe). Music resides in all of these components at the same 
time, and inseparably. The meaning and beauty of music can always be 
found in one of these components, if not another; aesthetic standards for one 
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of these components cannot be universally or objectively applied to the 
others. 

Thus, within a clinical context, the meaning and beauty of the client’s 
musical efforts are always to be found within the client, the process, the 
product, or the context. When the client has difficult feelings inside, the 
musical product may reflect these difficulties, but the beauty will lie in the 
process that the client underwent to express these feelings. When the client 
has to overcome disabilities to engage in the process, the musical product 
becomes beautiful, not because the music is perfect but because the client’s 
victory is beautiful. 

A maxim of all therapies is to seek the best in every client. Thus, in 
music therapy, the therapist must always search for the meaning and beauty 
of whatever the client brings forth within the music experience. We always 
assume that meaning and beauty are present, and within this perspective, 
aesthetic and artistic standards are very different in focus and criteria. 

The converse of seeking the very best in every client is avoiding 
judgment. This too affects how the music therapist views the music 
experiences of clients. 


Music and Related Arts 


Notwithstanding how carefully and how broadly we define it, music is not 
always just music. It is often intermingled with other art forms. Songs 
combine music and poetry. Operas and musicals integrate music, drama, 
dance, and the visual arts. Symphonies can be based on stories or artworks. 
Singers mime and act while they sing. Conductors use gestures and 
movements to shape and direct the music. Listeners can move, dance, mime, 
dramatize, tell stories, paint, draw, or sculpt as a means of reacting to music. 
Or, one can create music as a means of depicting dance, drama, stories, 
poetry, mime, painting, etc. 

Many of these “interrelated” art forms and experiences are used in 
music therapy. The most common examples are songwriting, musical 
storytelling, musical dramas, movement to music, musical rituals, and 
drawing to music, to name a few. 

The use of these activities poses many questions regarding the 
boundaries of music therapy. Is songwriting within the realm of music 
therapy, poetry therapy, or both? Is musical storytelling an activity for 
bibliotherapy, drama therapy, or music therapy? Is moving or dancing to 
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music within the realm of movement/dance therapy or music therapy? Is 
painting to music an activity for art therapy or music therapy? 


Present Definition of Music 


Given the many factors that shape how a music therapist conceives of music, 
it is important to offer a definition that is consistent with clinical practice and 
its basic philosophical premises. Toward this end, the following definition is 
offered: 


Music is the human institution in which individuals create meaning, beauty, and 
relationships through sound, using the ‘arts of composition, improvisation, 
performance, and listening. Meaning and beauty are derived (1) from the intrinsic 
relationships created between the sounds themselves, (2) from the extrinsic 
relationships created between the sound experience and other human experiences, and 
(3) from the interpersonal and sociocultural relationships inherent in the process of 
making or experiencing music (i.e., “musicing”). Meaning and beauty can be found 
in the music itself (i.e., the object or product), in the act of creating or experiencing 
the music (i.e., the process of musicing), in the musician (i.e., the person), in the 
interpersonal and sociocultural relationships inherent in musicing, and in the 
universe. 


Let us now further elaborate on each part of the definition. 

Music is essentially a human undertaking, regardless of whether it is 
inspired by the Creator or originates from nature. 

Music is an institution. Like the other arts, music is an organized and 
enduring pattern of human interaction centered on a set of values that are 
shared by a community and reciprocally related to that community with 
specific functions, aims, customs, traditions, and rules. When defined as an 
institution, music is species-specific and therefore universal; however, the 
criteria by which it is defined as an art form are culture-specific. 

Individuals create music. Thus, music is always original and unique to 
each individual who participates in its creation or re-creation. It is 
continually invented anew. 

Meaning, beauty, and relationship are the focus of musicing. The 
purpose of all music endeavors is to explore the meaning, beauty, and 
human relationships inherent in the creative process and the world of sound. 

The art of music is both active and receptive in nature, with 
composition, improvisation, performance, and listening each having equally 
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significant roles. Thus, the meaning and beauty of music reside both in the 
real world of sound as actually created by the composers, improvisers, or 
performers and in the imaginal world of the listeners. The meaning and 
beauty also reside in the human relationships that inhere in the transmission 
of music between composer, improviser, performer, listener, society, culture, 
and universe. 

Music conveys meaning and beauty both in reference to itself and in 
reference to the world beyond it. Its significance is both referential and 
nonreferential. 

Music is product and process, material and experience, real and 
imaginal, personal, interpersonal, sociocultural, and transpersonal. Its 
meaning and beauty can be found in any of these aspects and cannot be 
limited to any one of them. 


Why Music Experience Rather than Music 


One of the distinctive features of the present definition is that it stipulates 
that music therapy is not merely the use of music; rather, it is the use of 
music experiences. The implications of adding “experience” to “music” are 
subtle but important nevertheless. What it implies is that the agent of therapy 
is seen as not just the music (i.e., an object which is external to the client), but 
also the client’s experience of the music (i.e., the interaction between person, 
process, product, and context, and the interaction among persons). Thus, the 
task of the music therapist is more than prescribing and administering the 
most appropriate music; it also involves shaping the client’s experience of 
that music. 

This in turn implies that music therapy is considered an “experiential” 
form of therapy, that is, one that relies upon experience as the agent, 
medium, and outcome of therapy. The main idea underlying experiential 
therapies is that the client accesses, works through, and resolves the various 
therapeutic issues directly through the medium (e.g., music, art, dance). For 
example, when the goal of music therapy is educational in nature, the client 
is engaged in music experiences that actually contain the learning challenge 
and then provide options for its achievement. That is, the client experiences 
“what” is to be learned through the music, while also experiencing the 
learning process and the learning outcome, again within the music. When the 
goal is psychotherapeutic, the client is engaged in music experiences that 
evoke the feelings and interpersonal dynamics that are of concern, while also 
experiencing their resolution or transformation through the music. Thus, 
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what makes music therapy unique is not merely its reliance upon the music, 
but its reliance upon music experience as the primary aim, process, and 
outcome of therapy. 

By expanding the agent of therapy from merely music to music 
experience, we can see more clearly why the various definitions of music 
therapy have cited all facets and components of music experience that are 
used in clinical practice—from noise to silence to sounds to gestures to 
movement to single lines to lyrics, to images to stories, and so forth. As will 
be discussed later, the client’s experience may be premusical, musical, 
extramusical, or even nonmusical, depending upon the extent to which 
“music” is involved in the experiences. Any one of these experiences may be 
therapeutic. Thus, to say that music therapy involves only the use of music, 
ather than all of the other possible components of the music experience, is to 
largely deny the richness of music experience and its myriad potentials for 
therapy. : 

Specifying music experience rather than music as the agent of therapy 
implies that music therapy methods are rooted in what the client 
experiences, rather than by what the therapist does to shape that experience. 
For example, if a therapist is improvising and the client is only listening, the 
method is “receptive” rather than “improvisational.” To be considered 
improvisational, the client must be improvising, regardless of what the 
therapist is doing at the time, whether it is improvising, listening, or 
performing. In short, it is the client’s experience that is at the center of 
therapy, not the therapist’s actions, and because of this, all methodological 
decisions are based on what the client needs to experience through music. 

This brings us to an even more fundamental premise: Music therapy 
itself is defined and delimited by the extent to which the client’s experience 
involves music, not according to whether the therapist is actively engaged in 
making the music or whether the therapist has the musical competencies 
needed to do so! When a client listens to prerecorded music and the therapist 
merely selects the music and shapes the client's listening experience, it is still 
music therapy. This holds true regardless of whether the therapist created the 
music or whether the therapist is a trained musician or music therapist. 
Similarly, when a client makes music alone and the therapist simply listens, it 
is stil] music therapy, regardless of the therapist’s involvement and training. 
Music therapy occurs when the client experiences music therapeutically 
within a client-therapist relationship; it is mot dependent on what the 
therapist knows or does. 

Now it is time to examine the various levels, types, and facets of music 
experiences characteristically used in therapy. 
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LEVELS OF MUSIC EXPERIENCE 


Because music therapists frequently bend and shape the music experience to 
include all facets that have therapeutic potential, and because these 
experiences may additionally involve verbal discussion and other arts 
modalities, a constant and disturbing question has always been: When does 
the client’s experience go beyond the limits of music and music therapy? To 
be sure, some experiences that music therapists give clients are more 
intrinsically “musical” than others. But exactly how “musical” does a client’s 
experience have to be in order to be considered within the boundaries of 
music therapy, especially when we adopt the broad definition of music 
offered previously? 

Perhaps the most efficient way to answer this question is to first 
identify those criteria that determine whether an experience is intrinsically 
musical. In surveying the various experiences used in music therapy, the 
following criteria seem to be most relevant: (1) whether the input or output is 
human or nonhuman, random or orderly, and controlled intentionally or 
unintentionally; (2) whether the input or output is auditory, vibrational, or 
visual; (3) whether the input or output is organized according to sound 
parameters or other parameters (e.g., motor patterns, speech patterns); (4) 
whether the sounds make meaningful forms; and (5) whether any aspect of 
the experience is aesthetic in nature. 

Based on these criteria, five levels of music experience can be discerned 
in clinical music therapy: premusical, musical, extramusical, paramusical, 
and nonmusical. Before defining these levels, we must first acknowledge that 
music therapy involves the client in both active and receptive music 
experiences and that because of this, the intrinsic musicality of any 
experience may vary according to the nature of the music products used in the 
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clinical setting, as well as the nature of the music processes engaged in by the 
client and therapist. In this context, a product is a musical material of some 
kind (e.g., a composition, performance, improvisation, a perception) created 
and/or presented either by therapist to client or by client to therapist. For 
example, the therapist presents a song for the client to sing and the client does 
a performance of the song and records the performance. Then the client changes 
the words to the song, sings the revised song, and records the performance. 
Then the client writes a new song with the therapist's help, sings the song, and 
records the performance. Upon listening to the original, revised, and new songs, 
the client and therapist form their own different perception of them. As 
indicated with italics, all of these are examples of the song as a “product” that 
is undergoing continual changes because of the different musical processes in 
which the client and therapist are engaging. A musical process, then, is the 
actual doing of music, the musicing, or engagement in the music product; it 
is the actual improvising, composing, re-creating, and listening to music. The 
distinction here is similar to the one made by Elliott (1995) between the 
“doing” of music (which is the process) and the “done” (which is the 
product). 

Note that a product may be used in therapy as a “stimulus” or “input” 
to receive (as in a listening or receptive experience), or it may be the 
“response” or active part of the music-making process, such as improvising, 
composing, or re-creating. Moreover, there are minimally two people (or 
doers) involved, the client and the therapist. Thus, at any moment in therapy, 
there are several experiences arising, such as: 


e The client’s receptive process: how the client listens to, 
perceives, and interprets the musical products (1) presented 
or created by the therapist, (2) created by the client herself, or 
(3) created by both client and therapist. 

e The client’s active process: how the client improvises, 
composes, sings, or plays an instrument, with or without the 
therapist, thereby creating various musical products. 

e The therapist's receptive process: how the therapist listens 
to, perceives, and interprets the musical products: (1) 
presented or created by the client, (2) created by the therapist 
himself, or (3) created by client and therapist. 

e The therapist's active process: how the _ therapist 
improvises, composes, sings, and plays an instrument 
with or without the client, thereby creating various 
musical products. 
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In short, when we refer to the music experiences used in therapy, we 
are including the “process”experience and the “product” experience of both 
client and therapist. 

We are now ready to examine each level of music experience, 
differentiated according to the intrinsic musicality of the product and 
process. 


Premusical 


Premusical products are those that are insufficiently developed, organized, or 
complete to be considered intrinsically musical or which function as 
communicative signals rather than purposeful musical expressions. 
Examples include random vibrations, vibrational forms, musical vibrations, 
musical electric signals, motor rhythms, visual rhythms, environmental or 
natural sounds, animal sounds, unorganized body or instrumental sounds, 
random vocalizations, music or speech babble, and prosody. 

Premusical processes are those responses to music that have insufficient 
awareness or intentionality to qualify as musical. Examples include 
autonomic and reflexive responses to music, changes in level of 
consciousness or arousal due to music, and sensorimotor schemes triggered 
by music. 


Musical 


Musical products are sounds that are sufficiently controlled or organized 
such that they create relationships that are intrinsically meaningful. Although 
the sounds may represent, depict, or refer to something beyond themselves, 
their primary meaning or significance lies in the musical relationships that 
exist between the simultaneous and successive sounds themselves. These 
intrinsic relationships are evident when the materials are organized 
according to the basic musical elements (e.g., pulse, rhythm, scale, tonality, 
melody, harmony, texture, timbre, dynamics) and when the materials create 
musical forms (e.g., motifs, phrases, improvisations, compositions, 
performances). 

Musical processes include all intentional efforts to listen to or make 
music. Listening is a musical experience when efforts are made to apprehend 
and experience the relationships and meanings intrinsic in the music. This 
usually entails a variety of covert processes, such as attending, perceiving, 
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discriminating, analyzing, remembering, evaluating, interpreting, feeling, 
preferring, and so forth. : 

Creating sounds is considered a musical experience when efforts are 
made to control, manipulate, and organize them so that there are meaningful 
relationships among and between them. Typically, this involves activities 
such as improvising, performing music, composing, and the various covert 
activities involved therein. 


Extramusical 


Extramusical products are essentially nonmusical aspects of music or music 
experience that stem from, affect, or derive their meaning from the music 
(e.g., lyrics, programs, stories, or dramas depicted in the music). Such 
elements may be meaningful in and by themselves, or they may be 
dependent upon the music for their meaning. The music, on the other hand, 
is independent of such extramusical elements for its essential meaning, yet is 
enhanced and made more significant because of them. That is, the sounds 
themselves are no less meaningful or related from a musical standpoint, yet 
these essential musical meanings and relationships are somehow illuminated 
or enhanced by their extramusical denotations. 

Because of this dual layer of meanings, the listener may put the music 
in the foreground of the experience and derive meaning primarily from it, 
with the extramusical element serving as a background, or do the reverse, 
that is, focus on the extramusical element for meaning with music in the 
background. 

Extramusical processes are essentially reactions or behaviors to music 
that do not involve making music, but derive their meaning from the music 
being experienced. Examples include responding to music by moving, 
miming, dramatizing, drawing, painting, sculpting, imaging, fantasizing, 
talking, writing, etc. Here again, the person may put music in the foreground 
and shape the accompanying behavior accordingly, or do the reverse, focus 
on the extramusical behavior and put music in the background of the 

_experience. 

It is important to point out that when clients and therapists discuss the 
music they have just created or heard, the product and process can be 
considered extramusical in nature. Thus, the actual talking about an 
improvisation afterward is an extramusical “process” —its purpose may be to 
describe the music verbally, to verbalize one’s reactions to the music, or to 
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give verbal meaning to the music. The discussion itself is an extramusical 
“product” —it exists as a verbal artifact of the music. 


Paramusical 


Paramusical products are those aspects of the music environment that 
impinge upon the individual while listening to or making music, but are not 
intrinsically related to the music and do not depend upon the music for their 
meaning. Usually, these materials or products occur independently of the 
music yet coincide with it, or they are stimulated by the music in some 
tangential way. Examples include (1) people, objects, furniture, lights, and 
props in the music environment, and (2) dance, drama, artwork, poetry etc., 
created independently of music but still in the music environment. 

Paramusical processes are behaviors or reactions that occur within the 
context of musical activity but are nonmusical in their intent or content. Such 
responses may emerge or stem from the music, music environment, or 
experience thereof, yet they are not intrinsically related to or controlled by 
the music, and they are not dependent upon it for their meaning. Examples 
include daydreaming, being distracted, talking about something other than 
the music, or engaging in another art activity, all with music in the 
background, etc. 


Nonmusical 


Nonmusical products are those objects in the music therapy environment that 
impinge upon the client but that do not arise from, affect, or derive meaning 
from any of the previous kinds of stimuli or responses. 

Nonmusical processes are those thoughts, behaviors, or emotional 
reactions that have no musical intent or significance and that do not stem 
from, affect, or derive meaning from any type of musical activity. 


Implications 


Music therapy sessions contain myriad experiences at various levels of 
intrinsic musicality. Each session varies from moment to moment, and both 
client and therapist can operate on different levels of musicality while 
interacting with one another. For example, here is an interactional sequence 
in improvisational music therapy that involves premusical, musical, and 
extramusical products and processes: 
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Client: Makes preverbal sounds. 

Therapist: Perceives musicality in the client’s sounds. 

Therapist: Improvises music to accompany the preverbal sounds. 
Client: Experiences the duet as musically meaningful. 
Therapist: Sings lyrics to describe what they are doing. 

Client: Sings vowels of certain words in the lyric. 


Notice how one person can be presenting one level of musicality and the 
other person can be responding on the same or different level. Also notice 
how a product at one level can elicit a process at another level, and vice 
versa. 

One might very well ask why this might be of clinical significance, 
especially when it is difficult to categorize such experiences. There are 
several reasons. First, it demonstrates that music can generate an endless 
array of experiences varying in depth, breadth, and musicality. Second, there 
is an advantage in recognizing that some experiences are more or less 
intrinsically musical than others. These distinctions can guide the therapist in 
shaping the client’s experiences and also serve as a reminder that, although 
music therapy involves all levels of music experience, the closer the client’s 
experience is to the purely musical level, the more certain we can be that it is 
truly music therapy. Third, this analysis of levels can help us to further clarify 
the differences between music as therapy vs. music in therapy, while also 
contributing to our understanding of “music-centered” approaches to 
therapy as described by Aigen (2005). Finally, these levels of experience make 
it clear that music and all of its manifestations are at the core of music 
therapy practice. 


ies: 


TYPES OF MUSIC EXPERIENCES: 
THE FOUR MAIN METHODS 


In the last chapter, music therapy was described as an experiential form of 
therapy because it focuses on and utilizes the client's music experience as its 
primary methodology. Essentially, this means that, in music therapy, the 
client undergoes the processes of assessment, treatment, and evaluation by 
engaging in various types of music experiences. 

In music, there are four distinct types of experience: improvising, re- 
creating (or performing), composing, and listening. Each of these types of 
music experience has its own unique characteristics, and each is defined by 
its own specific process of engagement. Each type involves a different set of 
sensorimotor behaviors, each requires different kinds of perceptual and 
cognitive skills, each evokes different kinds of emotions, and each engages a 
different interpersonal process. Because of this, each type also has its own 
therapeutic potentials and applications. Thus, for example, listening to music 
has certain therapeutic potentials and applications that are different from 
those of improvising; similarly, inyprovising music has potentials and 
applications different from those involved in performing a composed work. 

To understand how music therapy works, then, requires an 
understanding of each type of music experience. The purpose of this chapter 
is to identify and define the various ways that improvising, re-creating, 
composing, and listening experiences are shaped by music therapists to meet 
client needs. 

Before we proceed, we have to clarify some terms related to 
methodology that are often confused. In the literature, one often finds that 
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the terms “method,” “approach,” “model,” “procedure,” and “technique” 
are used interchangeably, as if they all mean the same thing. This has led to 
considerable confusion and arguments over who has originated which 
method and which technique belongs to whom. Although there is no 
obvious or singularly correct way to define each of these terms, they do need 
to be differentiated. The selection of terms and definitions proposed here 
may be somewhat arbitrary; what is more important is that they have been 
differentiated and clarified. To understand the differences, we will use 
improvisation as an example throughout the discussion. 

A method is here defined as a particular type of music experience used 
for assessment, treatment, and/or evaluation. Since there are four main types 
of music experiences (improvising, re-creating, composing, and listening), 
these are considered the four main methods of music therapy. Since there are 
many different ways of designing these four experiences, each of the 
methods has many variations. Thus, the various ways of engaging the client in 
extemporaneous music-making fall under the category of “improvisational” 
methods; the various ways of engaging the client in reproducing music fall 
under the category of “re-creative” methods; the various ways of engaging 
the client in composing are called “compositional” methods; and the various 
ways of engaging the client in listening experiences are called “receptive” 
methods. Each variation within a method can also be called a method. For 
example, story improvisation is an improvisational method; singing songs is 
a re-creative method; song-writing is a compositional method; and music 
imaging is a receptive method. 

In order to engage the client in these music experiences, the therapist 
uses various procedures. A procedure is an organized sequence of operations 
and interactions that a therapist uses in taking the client through an entire 
music experience. Procedures are the basic building blocks of a music 
therapy session; they are the various things that a therapist does to organize 
and implement the method. For example, if the method is improvisation and 
the variation is “instrumental group,” the therapist may use the following 
procedural steps in carrying out the session: (1) clients select instruments; (2) 
group experiments with instruments freely; (3) therapist presents a structure 
or play rule for the improvisation; (4) group improvises according to the play 
rule; (5) group discusses the improvisation; and (6) the same steps are 
repeated until the end of the session. 

Within each of these procedural steps, the therapist may use a variety 
of techniques. A technique is a single operation or interaction that a therapist 
uses to elicit an immediate reaction from the client or to shape the ongoing, 
immediate experience of the client. Thus, a technique is a smaller, single 
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operation within a procedure, while a procedure can be viewed as a series of 
techniques. In our improvisation example, the therapist may use a variety of 
musical techniques when the group is improvising together, such as 
“grounding,” “pacing,” “incorporating,” and so forth (Bruscia, 1987a). 
Similarly, when the group discusses the improvisation, the therapist may use 
a variety of verbal techniques such as “probing” and “reflecting.” 

When a therapist begins to develop a systematic approach employing 
one or more of the four main methods in a particular way, following specific 
procedural sequences and relying upon certain techniques, a model is being 
developed. A model is a comprehensive approach to assessment, treatment, 
and evaluation that includes theoretical principles, clinical indications and 
contraindications, goals, methodological guidelines and specifications, and 
the characteristic use of certain procedural sequences and_ techniques. 
Examples of improvisational models of music therapy are “Creative Music 
Therapy,” the model developed by Nordoff and Robbins (2007), and 
“Analytical Music Therapy,” the model developed by Mary Priestley (1994). 
Notice that a mode] is much more comprehensive than a method; in fact, a 
model is the specification of how one or more methods can be used, usually 
with certain client populations. Also notice that there are only four main 
methods of music therapy, and that these methods vary endlessly with 
regard to procedures and techniques, depending upon the model. Also, a 
method carries no particular theoretical orientation, whereas a model always 
implies one. A therapist can use improvisation within many different 
theoretical orientations, but as soon as improvisation is implemented in a 
particular way, according to any kind of principle, a theoretical orientation is 
implied. 

To summarize: A method is a particular type of music experience in 
which the client engages for therapeutic purposes; a variation is the 
particular way in which that method is implemented; a procedure is 
everything that the therapist has to do to engage the client in that experience 
or method; a technique is one step within any procedure that a therapist uses 
to shape the client’s immediate experience; and a model is a systematic and 
unique approach to method, procedure, and technique based on certain 
principles. 

With this in mind, we can now examine the four main methods of 
music therapy in greater detail. The next four sections give a description of 
each method, including definitions, variations, and uses. 
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Improvisational Methods 


Definition and Uses 


In improvisational music experiences, the client makes up music while 
playing or singing, extemporaneously creating a melody, rhythm, song, or 
instrumental piece. The client may improvise alone, in a duet, or in a group 
that includes the therapist, other clients, and sometimes significant others. 
The client may use any musical medium within her capabilities (e.g., voice, 
body sounds, percussion, stringed or wind instruments, keyboard, and so 
forth). The therapist helps the client by providing the necessary instructions 
and demonstrations, offering a musical idea or structure upon which to base 
the improvisation, playing or singing an accompaniment that stimulates or 
guides the client’s improvising, or presenting a nonmusical idea (e.g., image, 
title, story) for the client to portray through the improvisation. 
Sample goals may be to: 


e Establish a nonverbal channel of communication and a bridge to 
verbal communication; 

e Provide a fulfilling means of self-expression and _ identity 
formation; 

e Explore various aspects of self in relation to others; 

e Identify, express, and work through difficult emotions; 

« Develop the capacity for interpersonal respect and intimacy; 

e Develop interpersonal or group skills; 

« Resolve interpersonal or group problems; 

« Develop creativity, expressive freedom, spontaneity, and 
playfulness within various degrees of structure; 

e Stimulate and develop the senses; and 

e Develop perceptual and cognitive skills. 


Many different client populations manifest therapeutic needs in these areas: 
from obsessive-compulsive children to adults with borderline or narcissistic 
personality disorders; from autistic, nonverbal children to aggressive 
adolescents; from impulsive, acting out children to inhibited, depressed 
adults; and from developmentally delayed or physically disabled children to 
children free of handicap. 
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Variations 


Instrumental Nonreferential: The client extemporizes on a musical instrument 
without reference to anything other than the sounds or music. In other 
words, the client improvises music for its own sake, without trying to 
make it represent or describe anything nonmusical. Three subtypes are: 
solo, duet, and group, each of which poses different kinds of musical 
challenges. 

Instrumental Referential: The client extemporizes on a musical instrument to 
portray in sound something nonmusical (e.g., a feeling, idea, title, 
image, person, event, experience, etc.). Subtypes include solo, duet, and 
group, each which has implications for how the nonreferential idea is 
perceived and musically projected. 

Song Improvisation: The client extemporizes lyrics, melody, and/or 
accompaniment to a song. Subtypes are solo, duet and group song 
improvisations. Given the prominence of melody in song, and the close 
relationship between melody and lyrics, the addition of other 
improvisers can significantly complicate the process. 

Vocal Nonreferential Improvisation: The client extemporizes a vocal piece 
without words or images. Subtypes are solo, duet and group. 

Body Improvisations: The client improvises by making various kinds of 
percussive body sounds (clapping, snapping, patschen). Subtypes 
include solo, duet and group. 

Mixed Media Improvisations: The client improvises using voice, body sounds, 
instruments, and/or any combination of sound sources. Subtypes 
include solo, duet and group. 

Conducted Improvisations: The client creates an improvisation by giving 
directive cues to one or more improvisers. 


Re-creative Methods 


Definition and Uses 


In re-creative methods, the client learns, sings, plays, or performs 
precomposed music or reproduces any kind of musical form presented as a 
model. Also included are structured music activities and games in which the 
client performs roles or behaviors that have been specifically defined. The 
term “re-creative” is used here rather than “performing” because the latter 
often implies singing or playing a piece before an audience. Re-creative is a 
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broader term that includes rendering, reproducing, realizing, or interpreting 
any part or all of an existing musical work, whether done with or without an 
audience. 

Sample goals may be to: 


e Develop sensorimotor skills; 

e Foster adaptive, time-ordered behavior; 

e Improve attention and reality orientation; 

e Develop memory skills; 

e Develop an ability to hear and monitor oneself; 

e Promote identification and empathy with others; 

e Experience and release feelings within a safe and appropriate 
medium; 

e Develop skills in perceiving, interpreting, and communicating 
ideas and feelings; 

e Learn specific role behaviors in various interpersonal situations; 

e Improve interactional and group skills; 

e Develop a sense of community; and 

e Identify with a value or belief of a group, community, society, or 
culture. 


Primary candidates for re-creative experiences are those clients who need 
structure to develop specific skills and role behaviors. They are also indicated 
for clients who need to understand and adapt to the ideas and feelings of 
others while still retaining their own identity, as well as clients who need to 
work with others toward common goals. Re-creative experiences help clients 
to “live through” and own their own feelings, while also sharing and 
identifying with the feelings of significant others and social groups as well. 


Variations 


Instrumental Re-creation (Playing an Instrument): The client may be involved in 
any of the following kinds of experiences: sounding an instrument in a 
prescribed way, sight-playing some kind of notation, performing 
precomposed instrumental pieces, rehearsing in an instrumental 
ensemble, taking private lessons, performing imitative tasks on an 
instrument, or playing an instrumental part with a recording. The 
essence of all these tasks is the reproduction of structured or 
precomposed musical materials using a musical instrument. 
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Vocal Re-creation (Singing a Song): The client may be involved in any of the 
following: vocalizing in a prescribed way, sight-singing, singing songs, 
chanting, choral-speaking, rehearsing choral groups, taking voice 
lessons, vocally imitating or learning melodies, or lip-synching 
recorded songs. The essence of all these tasks is the vocal reproduction 
of structured musical materials or precomposed songs. 

Performance: The client plays or sings a composition for others to hear, 
formally or informally, for small or large audiences. 

Musical Productions: The client is involved in the planning and performance 
of a musical show, play, or drama. 

Musical Games and Activities: The client participates in musical games (e.g., 
name that tune, musical charades, musical chairs, etc.) or participating 
in any activity that is structured by music. 

Conducting: The client directs the live performance of music by providing 
gestural cues to the players as dictated by a score or other notational 
plan. 


Compositional Methods 


Definition and Uses 


In composition experiences, the therapist helps the client to write songs, 
lyrics, or instrumental pieces or to create any kind of musical product, such 
as music videos or audiotapes. Usually the therapist takes responsibility for 
the more technical aspects of the process and gauges the client’s participation 
to her musical capabilities. For example, the client may generate the melody 
on a simple bar instrument, while the therapist provides the harmonic 
accompaniment, or the client may produce the lyrics while the therapist 
composes the melody and harmony to go with them. 
Sample goals may be to: 


¢ Develop skills in creating a structure within which to express 
one’s own thoughts and feelings and/or the thoughts and 
feelings one shares with others; 

e Develop skills in organizing thoughts and feelings so that they 
fit within the adopted structure; 

¢ Develop the ability to explore various ways of expressing 
thoughts and feelings within the structure; 

e Develop decision-making skills; 
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e Develop the ability to document and communicate a way for 
others to re-create the composition; 

e Promote the exploration of therapeutic themes through lyrics; 

e« Develop the ability to integrate and synthesize parts into 
wholes. 


Variations 


Song Transformation: The client changes words, phrases, or the entire lyrics of 
an existing song while maintaining the melody and _ standard 
accompaniment or, conversely, changes the music while maintaining 
the lyrics. 

Songwriting: The client composes an original song or any part thereof (e.g,, 
lyrics, melody, accompaniment) with varying levels of technical 
assistance from the therapist. The process usually includes some form 
of notation or recording of the final product. 

Instrumental Composition: The client composes an original instrumental piece 
or any part thereof (e.g. melody, rhythm, accompaniment) with 
varying levels of technical assistance from the therapist. The process 
usually includes some form of notation or recording of the final 
product. 

Notational Activities: The client creates a notational system and then composes 
a piece using it, or the client notates a piece that has already been 
composed. 

Music Collages: The client selects and sequences sounds, songs, music, and 
fragments thereof in order to produce a recording that explores 
autobiographical or therapeutic issues. 


Receptive Methods 


Definition and Uses 


In receptive experiences, the client listens to music and responds to the 
experience silently, verbally, or in another modality. The music used may be 
live or recorded improvisations, performances, or compositions by the client 
or therapist or commercial recordings of music literature in various styles 
(e.g., classical, rock, jazz, country, spiritual, New Age). The listening 
experience may be focused on physical, emotional, intellectual, aesthetic, or 
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spiritual aspects of the music, and the client’s responses are designed 
according to the therapeutic purpose of the experience. 
Sample goals may be to: 


Promote receptivity; 

Evoke specific body responses; 

Stimulate or relax the person; 

Develop auditory/motor skills; 

Evoke affective states and experiences; 

Explore ideas and thoughts of others; 

Facilitate memory, reminiscence, and regression; 

Evoke imagery and fantasies; 

Connect the listener to a community or sociocultural group; 
Stimulate peak and spiritual experiences. 


Candidates for listening experiences are those clients who have the 
attentional abilities and receptivity needed to take in the music and who will 
benefit therapeutically from responding to the music in a particular way (e.g., 
analytically, projectively, physically, emotionally, spiritually). 


Variations 


Somatic Listening: The use of vibrations, sounds, and music in various 
elemental and combined forms to directly influence the client’s body and its 
relationship to other facets of the client. Subtypes include: 


Entrainment: The use of vibrations, sounds, and music in various 
elemental and combined forms to establish synchronicity in 
autonomic or voluntary body responses: between client and 
music, within parts of the client’s body, and between the client 
and another person. The stimuli used may be recorded, or 
created by therapist and/or client, instrumentally or vocally. 
Resonance (Toning): The use of vibrations, sounds, and music in 
various elemental and combined forms to vibrate parts of the 
client’s body at various frequencies or frequency patterns, and 
to establish sympathetic vibrations between the stimulus and 
the client. The stimuli used may be recorded, or created by 
therapist and/or client, instrumentally or vocally. 
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e Vibroacoustic Music: The administration of vibrational 
frequencies to the clients body while listening to music; or the 
application of the vibrational patterns of music directly to the 
client's body (e.g., musical acupuncture). 

e Music Biofeedback: The use of music to provide moment by 
moment auditory feedback on autonomic body functions (e.g., 
blood pressure, heart rate, hormone Jevels, gland secretion, etc.). 
The purpose is to facilitate the client's use of biofeedback 
technology and to thereby provide greater awareness and 
control over the body. Music may also be used to facilitate the 
relaxation process in biofeedback. 


Music for Pain Management: The use of music listening: to enhance the effects 
of anesthetic or analgesic drugs, to induce insensibility to pain without 
anesthesia, to reduce or control pain, and to reduce anxiety associated 
with pain. 

Music Relaxation: The use of music listening: to reduce stress and tension, to 
reduce or counter-condition anxiety, to induce body relaxation, or to 
facilitate entry into altered states of consciousness. 

Meditative Listening: The use of music to assist in meditation or in the 
contemplation of a particular idea. The music may be recorded or 
created live by client and/or therapist, and used in the background or 
foreground of the experience. 

Subliminal Listening: The use of sounds or music to mask the delivery of 
subliminal verbal messages or suggestions to the unconscious mind. 

Stimulative Listening: The use of music listening: to stimulate the senses, to 
bring alertness, to establish reality orientation or contact with the 
environment, to increase energy level, to elicit sensorimotor activity, to 
increase sensory perceptions, or to elevate mood. 

Eurhythmic Listening: The use of music to rhythmically organize and monitor 
the client's motor behaviors, including speech, breathing, fine and 
gross movement sequences, body exercises, and formalized dance 
steps. Note that in this method, the client’s motor behaviors are much 
more prescribed and structured than in projective movement to music. 
The method is also different from action listening in that the rhythm of 
the music is used to organize the motor behavior rather than to cue or 
direct which motor behavior is to be performed. 

Perceptual Listening: The use of music-listening exercises to improve skills in 
auditory attention, perception, discrimination, and conservation, and 
the relationship between auditory and other sensory modalities. 
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Action Listening: The use of song lyrics or musical cues to elicit specific 
behavioral responses (e.g., motor movements, daily living activities, 
verbal responses). 

Contingent Listening: The use of music listening as contingent reinforcement 
for behavior change. 

Mediational Listening: The use of music as a mediational strategy in learning 
and recalling information. Music is paired to various types of 
information or to a particular experience in order to make it more 
concrete, memorable and retrievable. 

Music Appreciation Activities: The therapist presents music-listening 
experiences that will help the client to understand and appreciate the 
structure, style, historical significance, and aesthetic value of the music. 

Song (Music) Reminiscence: The use of music listening to evoke memories of 
past events and experiences in the client's life. The music may be vocal 
or instrumental, recorded or performed live, and selected by either 
client or therapist according to its association or temporal relationship 
to the time period in the past of interest. After listening (or performing 
the music), the client and therapist reminisce about the client's past. 

Song (Music) Regression: The therapist selects music that will enable the client 
to re-experience the past, not as a reminiscence of it in the present, but 
as a reliving of the past in the past. Often, the client listens to the music 
in a relaxed, quiet state. 

Induced Song (Music) Recall: When induced consciously, the therapist asks the 
client what song (or music) comes to mind in reference to a particular 
topic, issue, or event in the ongoing therapeutic process; when induced 
unconsciously, a song (or piece of music) unexpectedly and 
spontaneously comes into the therapist’s or client's awareness in 
response to a particular topic, issue, or event (Diaz de Chumaceiro, 
1998a, 1998b). 

Song (Music) Communication: The therapist asks the client to select or bring in 
a recorded song (or other piece of music) which expresses or discloses 
something about the client that is of relevance to therapy; or, the 
therapist selects a recording that communicates something of relevance 
to the client. Then both parties listen to the recording and explore what 
the music communicates about the client, the client's life, or therapeutic 
issues. 

Song (Lyric) Discussion: The therapist brings in a song that serves as a 
springboard for discussion of issues that are therapeutically relevant to 
the client. After listening to the song, the client is asked to analyze the 
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meaning of the lyrics, and to examine (in dialogue with the therapist or 
other clients), the relevance of the lyrics to the client or the client's life. 

Projective Listening: The therapist presents sounds and/or music and asks the 
client to identify, describe, interpret, and/or free associate to them 
through either verbal or nonverbal means. Specific projective listening 
techniques include: 


e Projective Sound Identification: The client listens to ambiguous 
sounds and identifies what they are. 

e Free Association: The client listens to sounds or music and speaks 
or writes whatever comes to mind, paying no attention to their 
cohesion or meaning. 

© Projective Storytelling: The client listens to sounds and/or music 
and makes up a story accordingly, either orally or in writing. 

e Music Dramatization: The client acts out what s/he hears in the 
music. 

e Song Choices: The client selects and listens to favorite or 
preferred songs, or song with which s/he has a strong 
identification or connection. (See Song Communications and 
Induced Song Recall.) 

e Projective Movement to Music: The client listens to music and 
extemporizes expressive movements accordingly. 

e Projective Drawing to Music: The client draws while listening to 
music. 


Imaginal Listening: The use of music listening to evoke and support imaginal 
processes or inner experiences, often while in a nonordinary or altered state 
of consciousness. Specific types include: 


« Directed Music Imaging: The client images what the therapist 
presents while listening to music, usually in an altered state of 
consciousness. The image may be selected by therapist or client, 
and may be mental or physical in nature. The image may be 
specific, personalized, or general, and the therapist's guiding 
may be spaced at various intervals. 

e Unguided Music Imaging: The client images freely while listening 
to music while in an altered state of consciousness without 
direction or dialogue with the therapist. With or without the 
focus, music is usually short. 
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© Guided Music Imaging: The client freely images to music while in 
an altered state of consciousness and dialoguing with the 
therapist. 

¢ Guided Interactive Music Imaging: The client co-creates images to 
music with other clients under the guidance of the therapist. 


Self-Listening: The client listens to a recording of his/her own improvisation, 
performance, or composition, to reflect upon oneself and the 
experience. 


14 


FACETS OF MUSIC EXPERIENCE 


The purpose of this chapter is to describe the various facets of music 
experience and thus provide a foundation for the practice of music therapy. 
Foundations of music therapy have traditionally been thought to be 
empirical and theoretical evidence demonstrating the potential of music to be 
therapeutic. Such evidence is usually found in the biology, psychology, 
sociology, and anthropology of music, as well as in music therapy. More 
recently, the foundations have been found in the use of music in everyday 
life (DeNora, 2000). The present set of foundations is phenomenologically 
oriented, in that they are descriptions of what an individual may be 
experiencing when listening to, re-creating, improvising, and composing 
music. 


Physical Facets 
Listening 


Listening to music is a physical experience. The vibrations and sounds 
contained in the music enter all parts of the body of anyone in its presence. It 
not only travels through the ear to the brain, where it is processed and 
transmitted through the entire nervous system, but it also enters through 
other senses and the skin to all the bones, tissue, internal organs, muscles, 
and so forth. The physical properties of the vibrations and sounds (e.g., 
frequency, amplitude) and the way these properties are organized in time 
determine how the body will respond. For example, high/loud sounds affect 
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the body differently from low/soft sounds, and the way in which all the 
sounds are temporally or rhythmically configured (both simultaneously and 
successively) affect the body’s physical experience of them. In short, when 
we listen to music, we experience the music physically, and the stimulus 
properties of the music directly affect that experience. 

Our physical experience of listening to music is greatly influenced by 
the health and integrity of our bodies, that is, our ability to take in, process, 
and respond differentially to the vibrations and sounds. In the simplest of 
terms, the body must be structurally “sound” and sufficiently developed in 
function. If a part of the body is damaged or ill-functioning (e.g., the ear, the 
brain, the heart), the physical experience of listening to music will be 
different than it is when the body is healthy. Moreover, when the body is not 
fully developed (e.g., prenatal, early infancy), the physical experience will be 
different than it is when the body is full developed. 

Listening is often described as a receptive or even passive experience 
when compared to improvising and re-creating music. Some argue that the 
act of listening is hardly passive because, to make any meaning of the music, 
one must engage the mind and undergo the emotions. Nevertheless, it is 
important to recognize that unless moving or doing other activities while 
listening to music, the listening experience itself requires the least physical 
exertion when compared to the other types of music experience. 

The implications of listening for therapy are manifold. Music can be 
used to arouse and calm the autonomic system. It can directly influence body 
structures and functions, such as heart rate, blood pressure, respiration, brain 
activity, muscle tension, gait, hormone secretion, immune response, galvanic 
skin response, temperature, neurological functions, and so forth. Moreover, 
as such structures and functions of the body are modified, psychological 
states and processes can also be altered. For example, listening to music can 
influence levels of consciousness, tension, anxiety, relaxation, pain, and 
energy level. Music listening can also be used as a means of biofeedback. 


Improvising 


Improvising music involves the body in many ways. In vocal improvisation, 
one’s body is the sound-producing object; it creates the vibrations, resonates, 
and gives sensory feedback to itself, all using invisible parts of the self. In 
instrumental improvisation, one’s body creates vibrations in objects that 
resonate and then give sensory feedback to the body. Visible and invisible 
parts of the body create the vibrations by manipulating the instrument in 
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various ways. Each instrument involves different parts of the body, 
depending on how the instrument has to be held, touched, manipulated, and 
sounded. And, of course, instrument-playing involves different body parts 
than vocalizing. 

Improvising actively engages the senses. When improvising vocally, 
the person receives kinesthetic feedback while producing the sounds and 
both auditory and kinesthetic feedback when experiencing them. When 
improvising instrumentally, the person sees and feels the shape and texture 
of the instrument, receives kinesthetic feedback while manipulating the 
instrument, and gains auditory and kinesthetic feedback from the vibrations 
produced. 

The physical facets of improvising have important implications for 
therapy. improvising allows the improviser to use various parts of the body 
in a relatively free-form activity that can provide the extra time needed to 
control how the body creates the sound. The sensory stimulation provided 
by improvising can bring physical gratification, pleasure, and a welcome 
release of physical energy. Finally, improvising can help the improviser 
relate physically to others and to the physical environment. 


Re-creative 


Singing or playing precomposed music involves the body and the senses in 
the same ways as improvising. The main difference is in the degree of 
physical structures and demands required to play or sing an existing 
composition. In improvisation, there is no musical model]; the improviser 
literally makes up the music moment-to-moment and therefore is able to 
adapt the music somewhat according to his own physical capabilities. In 
contrast, when re-creating a piece of music, the singer or instrumentalist has 
a model; they are expected to fit within the physical structures and meet the 
physical demands built into the composition by the composer. They have to 
produce the correct notes in the correct rhythm and tempo and in the 
designated timbre and dynamics. This requires the person re-creating music 
to use and control his body to create sounds in the way specified and in the 
amount of time allotted by the composer. Vocal and instrumental performers 
cannot adapt the composition to fit their physical capabilities; they have to 
develop their capabilities to meet the physical demands of the composition. 
Besides the auditory-motor coordination required to sing or play, re- 
creating music also requires visual-motor coordination. The singer or 
instrumentalist often has to read the music notation and look at other 
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performers or the conductor while producing the music. Once again, timing 
is of the utmost importance to present the music as intended. 

Re-creating music, then, is an ability-ordered, behavior-ordered, and 
time-ordered experience. When sight-singing or sight-playing, the demands 
of reading the notation and implementing it as written and in tempo are 
enormous. Thus, most of the time, re-creating music requires practice and 
thereby demands self-discipline and perseverance. 

Given all that is involved, singing and playing precomposed music can 
be used therapeutically to establish, maintain, and improve the ability to use 
and control different parts of the body, to develop and _ integrate 
sensorimotor skills, to structure or modify behavior, to promote temporally 
ordered or time-appropriate behavior, to build self-discipline, and to teach 
working toward a goal with perseverance and self-confidence. 


Compositional 


Composing is physical to the extent that the composer uses his body to create 
any kind of notation for performers to follow and the extent to which the 
composer tries to play any parts of the composition. Thus, in comparison to 
any form of active music-making, composing poses the fewest physical 
demands. 


Emotional Facets 
Listening 


Notwithstanding the theoretical debates about whether and how music 
expresses emotion, our everyday experiences tell us that listening to music 
can often arouse a wide array of feelings and memories. Throughout our life 
span, the feelings we experience while listening to music continuously 
inform us of what music sounds the way we feel, what music we prefer, and 
what music articulates our values and beliefs. As a result, we also develop 
very strong bonds or associations with particular pieces or styles of music 
and/or musicians. Eventually, we develop an entire repertoire of music that 
bears witness to our lives, with certain music reminding us of significant 
events, people, or stages of life, and other music reminding us of our own 
inner struggles and triumphs over the years. Given these deep connections, 
listening to music provides easy access to our emotional world and to the 
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feelings, memories, and hopes that we have experienced in our lives. Music 
literally bears witness to our lives. 


Improvising 


Improvising provides a ready means of expressing oneself. Through it, the 
improviser can externalize impulses, release physical and emotional energy, 
and express feelings and emotions. It can be a sensorimotor expression that 
expresses the physical self and the emotions contained therein, or it can be a 
highly representational or abstract expression of feelings that cannot be 
expressed in words, as well as suppressed or unconscious emotions that are 
out of the improviser’s awareness. 

Because each improvisation is a uniquely personalized form of self- 
expression, improvising provides a ready means of recognizing and further 
developing one’s identity. 


How an individual selects each sound, manipulates each 
musical element, and organizes each musical process is an 
unmistakable manifestation of his/her uniqueness. This 
uniqueness is easily apprehended by the improviser 
because the improvisation has given his/her impulses, 
ideas, and feelings perceivable forms, and has brought the 
content of his/her inner subjective world into outer reality. 
(Bruscia, 1987a, p. 561) 


Improvising may be a strictly nonverbal form of self-expression, or it may 
involve words either in the improvisation itself, as when it depicts lyrics or 
some kind of a program, or after the improvisation, when the improviser has 
an opportunity to reflect upon and verbalize about the experience. Thus, 
even though each improvisation reveals a piece of the improver’s identity, 
improvising allows for varying degrees and types of self-disclosure. This is 
important because improvising can express secrets and hidden thoughts and 
feelings without actually disclosing them, or it can help to bring them to 
light. 

Improvising is a form of play. The improviser is free to follow his/her 
impulses, while also developing ways of containing, redirecting, or 
controlling them, just as children do in fantasy play. This creative command 
of the play situation brings enormous feelings of pleasure and gratification. 
There is a continual tension between exploring certain freedoms and 
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inevitably feeling the need for certain boundaries and structures, or, 
conversely, playing within certain boundaries and structures and inevitably 
feeling the need for certain freedoms. 


These explorations of freedom and limits are mostly playful 
in nature. The process goes from playing around with the 
instruments [or voice] until appealing sounds are produced 
to playing around with the sounds until an engaging idea is 
found, and then from playing with an idea until it is well- 
shaped to playing with shapes until a form is discovered. 
Meanwhile, the improviser is always playing with time, 
allowing it to control the sounds at one point and then 
letting the sounds take control at another. (Bruscia, 1987a, p. 
565) 


Improvising is experimenting, and, as such, it is a trial and error undertaking 
that involves considerable risk. At every moment, something can go in an 
unwanted direction. The sounds may become ugly, the ideas may become 
silly, the instrument may fail to sound properly, or the improviser may not 
have the technical skills needed to achieve the sound objective. The 
improviser is constantly confronted with the risk of failure and the limits of 
his capabilities. In addition, there is always the risk of meaninglessness— that 
despite his intense efforts to organize the sounds and elements, the 
improvisation simply doesn’t make any sense to himself or to any listeners. 


Once a sound is made, it cannot be withdrawn; it can only 
be turned and shaped by what follows it. Its meaning is not 
automatic; it must be forged out of itself through the sheer 
will, determination, and courage of its creator. The 
improviser continually confronts the risk of following one’s 
-impulses, living in the moment, taking responsibility, and 
relying on one’s experience to reach the desired goal. 
(Bruscia, 1987a, p. 567) 


The act of improvising rivets us in the here-and-now. These experiments in 
sound are done in real time, as the improvisation is unfolding moment to 
moment. The decision-making process is extemporaneous; it can take only as 
much time as the sounds afford the improviser. There is no time to linger or 
worry about the past or wait idly for the future. 
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Re-creating 


To sing or play a precomposed piece is to find oneself in the music that is 
“given.” Though the sounds and sequences have been prescribed by the 
composer, and though these sounds and sequences provide a specific range 
of meanings and emotions, the task of the performer is to personalize the 
sounds and render his own interpretation of their meanings and emotions— 
all while staying within the limits laid down by the composer. The piece 
becomes an emotional container or model, stipulating what can and cannot 
be sounded or expressed by the performer. Thus, re-creating music is an 
entirely different struggle between freedom and limits than improvising. The 
limits in re-creating music are more stringent. Somehow, the performer has 
to bring the already existing music to life, very much like an actor brings a 
play to life—through nuance, intensity, inflection, and timing. 

To sing or play is to live in the music moment to moment, while also 
presenting and sharing it with others. As with the actor and play, the 
performer takes on the persona of the music and then, through the processes 
of identification and empathy, portrays how he would “be” in this life 
scenario. Because the composer has already specified the sounds and sound 
sequence, the performer has only timbre, dynamics, articulation, and tempo 
to express his own interpretation. 

Incredibly, no two performances or performers are identical; they are 
always unique manifestations of the music and the performer. The reason is 
twofold. First and foremost, the sounds are produced by the performer's 
body and therefore reflect the unique characteristics of his body. Just as 
everyone's voice is different, so is everyone’s way of sounding on an 
instrument. Second, the meanings and emotions expressed are rooted in the 
performer's own life experience. The performer is literally re-creating and 
interpreting the music in his own unique way. Thus, like improvising, re- 
creating music builds the musician’s identity. 

Performing for an audience brings a wide array of emotions to the 
performer. On one end of the continuum are anxiety and fear. Re-creating 
music brings as many risks as improvising. Will I miss a note? Will I spoil a 
passage? Will I forget where I am? On the other end of the continuum is self- 
confidence, the antidote to anxiety and fear. Without the right degree of self- 
confidence, a performer would never venture on the stage to sing or play. 
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Composing 


Composing is constructing. The composer builds a musical composition 
using sounds as the basic materials. The emotional challenge is not merely 
finding the best combinations and sequences of sounds, but also the 
construction of a musical narrative that places the sounds into meaningful 
combinations and sequences of emotions. The composer is expressing and 
commenting in sound how life unfolds—how ideas and feelings emerge, 
how they develop, how they become simpler or more complicated, how they 
return later, and how they finally arrive at some conclusion. In this sense, a 
composer is an architect of emotions, expressed in sound. 


Mental Facets 
Listening 


When we listen to music with intent, that is, as the foreground rather than the 
background of our consciousness, we expect it to make sense. Our minds 
expect there to be meaningful sequences of sounds, chords, and rhythms, and 
when they are not obvious, we invariably will try to find or create some kind 
of meaning. Thus, listening unavoidably demands meaning-making. 

Finding or making meaning in music depends upon a host of 
perceptual cognitive skills. We have to be able to identify when sounds, 
sound combinations, and sound sequences are the same, similar, or different, 
and we have to notice what makes them so. We have to discern figure and 
ground relationships occurring in simultaneous sounds, and we have to 
discern part-whole relationships in those occurring successively. Moreover, 
in order to make these perceptions and discriminations, we have to employ 
various types and levels of attentional and retentional processes. 

Inasmuch as music listening demands such focused attention, it can 
often lead the listener into nonordinary states of consciousness. When this 
happens, the music may remain in the foreground and become an intense 
and moving experience, or the music can move into the background, and the 
listener may begin to move his consciousness into memories, fantasies, 
metaphoric imagery, states of nirvana, or peak experiences. More will be said 
of this under spiritual facets. 
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Improvising 


Improvising always requires listening to the music unfolding as it unfolds 
and as it relates to the music previously improvised to the music yet to 
unfold. This requires the same mental activities as described above under 
listening, namely, perception, discrimination, conservation, figure-ground 
differentiation, part-whole conception, and a host of attentional and 
retentional processes. Here, however, there is the additional challenge of 
carrying out these mental activities while also making up the music and 
playing or singing it. Thus, an added demand of improvising is monitoring 
and directing one’s attention back and forth between listening and doing, 
from one aspect of the music and another, self and other, and past to present 
to future. 

Needless to say, it is impossible to attend and monitor every aspect of 
the music and situation every moment, so at one moment the improviser has 
to focus on whatever aspect of the music or situation demands the most 
attention to keep going, while allowing other things to go on “automatic” 
without much attention; at the next moment, for the improvisation to 
continue meaningfully, the improviser has to focus on other aspects of the 
music or situation that require or beckon attention. Thus, the improviser has 
to continually decide what to attend, what to let happen, and when to shift 
attention— what must come into awareness, what must move to the back of 
awareness, and what must stay in awareness. “The process requires 
vigilance, selective attention, breadth of attention, and the ability to ward off 
distractions” (Bruscia, 1987a, p. 563). 

Like listening, which can easily absorb one’s full attention, the even 
greater attentional demands of improvising can also lead to nonordinary 
states of consciousness. This happens when the improviser becomes so 
absorbed in the improvisation that the demands of here-and-now realities 
begin to fade and the improviser is transported to other realms. 

Another branch of mental activity is the symbolic, metaphoric, and 
representational aspects of improvising. Given the uniquely personal nature 
of improvising, natural questions to pose are: What did your improvisation 
mean? What were you trying to convey or communicate, and about whom 
and what? 

There are two ways to discern possible meanings of an improvisation. 
The first is to discuss possible meanings of the improvisation after it has 
ended. This requires verbal projection onto the music. The second is to create 
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an improvisation to express a particular title, image, or lyric. This requires 
the reverse, musical projection onto verbalized ideas. Each of these ways of 
meaning-making requires different verbal and nonverbal skills. 

Finally, improvising can be considered a creative process of decision- 
making. As the improviser creates and organizes the sounds, melodies and 
rhythms begin to form, and, as they do, options arise: Do I repeat the melody 
or rhythm, do I vary one or the other, or do I change everything? The 
improviser literally has to imagine the many possible options that arise as the 
music unfolds, which option seems best, where it might go, and ultimately 
where it will go. To find out, the improviser has to try it out and see how it 
works. Then the entire cycle repeats: Here’s where I am, here’s where I might 
go, here is where it should be best to go, and here is where I want to go. At 
every instant, improvising requires imagining options, trying them out, 
selecting the best ones, developing them to their fullest, and then moving on 
to the next creative challenge. 

The improviser is therefore in a continual state of self-listening, self- 
monitoring, and self-adjustment. As with re-creating music, improvising 
music necessitates a feedback loop that ensures musical self-awareness. 


Re-creating 


The first challenge of singing or playing a precomposed piece is learning the 
actual sequence of sounds that must be made to perform the piece. Most 
often, this involves reading some kind of music notation (as in learning a 
piano piece), but it can also involve learning the piece by ear (as in rote 
singing) or following visual cues (as in playing in a handbell choir). To read 
notation, one has to learn and memorize the system of notation, e.g., 
remember what each sign or symbol indicates and then make the designated 
sound with the specified duration, timbre, and dynamics. To learn by ear 
requires considerable auditory memory skills; to play on cue requires acute 
attention and quick reaction time. 

Practicing is key, and it requires strategizing. The singer or 
instrumentalist has to develop the most effective plan for learning and 
mastering the composition. Numerous decisions are involved. How should 
the piece be broken into sections for learning and practice purposes? Which 
parts or layers should be learned first? Should certain parts be memorized 
immediately? Which parts require repetitive practice? And so on, and so on. 

As the actual reproduction of the score is being mastered, interpretive 
and creative questions arise. What are the different ways that this piece can 
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be sung or played? What did the composer intend about how it should 
played and interpreted? How can I learn about the composer's intentions? 
And, ultimately, how do my own style, interpretations, and preferences fit 
with the composer’s intention. 

Re-creating music requires close self-monitoring. The performer has to 
continually strive to hear her own performance while actually performing. A 
feedback loop is in constant play, wherein the performer listens to herself, 
compares what she hears to an internalized auditory model, and then adjusts 
her singing or playing accordingly. The model that a performer audiates or 
hears in her head may be the performer’s ideal for her own singing or - 
playing as well as the performer's interpretation of the composition and 
intentions of the composer. 

Depending on the medium, the actual performance of a piece in public 
may require memorizing the piece. To do this involves seeing all kinds of 
patterns, relationships, and variations in the music and then developing 
different mnemonic strategies to remember them. 

Ultimately, learning a piece, practicing, and performing it are all ways 
of learning about how to learn and how to remember, and then continually 
self-monitoring one’s singing or playing to match the internalized models in 
the performer’s imagination. Re-creating music, then, involves multiple 
mental challenges. 


Composing 


Composing involves all of the creative decision-making that improvising 
involves. The composer selects a medium (i.e., voice, instrument), selects a 
sound vocabulary, explores the options of the medium and vocabulary, 
creates certain forms and sequences, evaluates the options chosen, and then 
Starts again to explore the myriad options for continuation. The main 
difference is that composing does not require extemporaneous decision- 
making as improvisation does. The composer may take whatever time is 
needed to deliberate and test various options before deciding on the actual 
content of the music. 

Composing also involves all of the mental activities involved in 
listening, except in reverse. When we listen, we seek to identify the various 
patterns and relationships already present in the music, whereas when we 
compose, we have to create and embed the music with whatever patterns or 
relationships we think will make it meaningful. To listen is to infer 
meaningful connections; to compose is to create them. 
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Relational Facets 


Music is a relational art; it is a form of interpersonal and sociocultural 
communication. The composer communicates to the performer, who 
interacts with other performers, who communicate to the listeners and 
themselves; similarly, the improviser interacts with other improvisers in 
order to communicate with listeners, including themselves. This chainlike 
process of musical communication makes up an integral part of society; in 
fact, music is a social institution, and as such serves important social 
functions. The composer goes to a publisher who distributes and sells the 
score to performers; the performers purchase the music and form groups 
dedicated to performing and recording music. The performers and their 
agents plan concerts and recitals, which become social events replete with 
multifarious kinds of relationships among and between the musicians and 
audience. Music educators teach in the schools to prepare musicians and 
audiences to undertake their musical roles, while music therapists use music 
to help persons with health concerns. All of these interpersonal and social 
relationships take place within a cultural context where individuals share 
beliefs, values, customs, and rituals that enable people to understand and 
appreciate the music they also share. It is culture that gives the entire process 
of music transmission its aesthetic and social significance. 

Abrams (2012) asserts that “music essentially comprises temporal- 
aesthetic ways of being-in-relationship” (p. 65). Thus, music is not one way of 
being in relationship; it comprises several ways, and all of these ways are 
distinguished by being temporal-aesthetic. For example: 

Listening is a temporal-aesthetic way for the listener to be in 
relationship with the composer, performers, and other audience members. 
To listen is to live in the ideas and feelings presented by the composer as 
interpreted by the performer and shared by other listeners. Both musicians 
and listeners share in the here-and-now unfolding of the beauty and meaning 
presented by the composer for their consideration. In doing so, the musicians 
and listeners are in communion with themselves and their community, 
society, and culture. 

Composing is a temporal-aesthetic way for the composer to be in 
relationship with the performer in order to communicate to listeners. To 
compose is to create a life narrative in sound that can be experienced and 
interpreted by others. The life narrative unfolds in musical time and 
aesthetically presents ways of sharing in life’s beauty and meaning. In doing 
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so, the musicians and listeners are in communion with their community, 
society, and culture. 

Performing is a temporal-aesthetic way for the performer to be in 
relationship with other performers, in jointly interpreting and bringing to life 
the composer's narrative and sharing its beauty and meaning with listeners. 
The narrative unfolds in a here-and-now participation in an aesthetic event 
that brings musicians and listeners into communion with themselves and 
their community, society, and culture. 

Improvising is a temporal-aesthetic way to be in relationship with 
other improvisers by extemporaneously creating their own narrative of the 
here-and-now and sharing its beauty and meaning with listeners. In doing 
so, the musicians and listeners are in communion with themselves and their 
community, society, and culture. 

Taking another point of departure, Koelsch (2013) details seven of the 
main social functions of music. These are: 


1) Contact: Music-making brings people into contact with one another, 
which is a basic human need. 

2) Social Cognition: Listening to music involves “processes of mental 
state attribution (‘mentalizing’ or ‘adopting an intentional stance’) in 
an attempt to figure out the intentions, desires, and beliefs of the 
individuals who actually created the music” (p. 205). This is another 
way of describing the “temporal-aesthetic way of being in 
relationship.” 

3) Co-pathy. Music brings interindividual or shared empathic states, 
which intensify one another. 

4) Communication: This has already been described above; however, 
Koelsch notes that this is particularly important for the social and 
emotional regulation and development of infants and young 
children. 

5) Coordination: When people make music together, they have to 
organize their actions in time in relation to one another. 

6) Cooperation: “A convincing musical performance is only possible if 
it also involves cooperation between players” with respect to goals 
and joint behaviors (p. 207). 

7) Social Cohesion: Music motivates members of a group to form 
interpersonal relationships that endure, which not only satisfies a 
basic human need to “belong,” but also builds social cohesion of the 


group. 
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Spiritual Facets 


Notwithstanding how frequently they occur, spiritual music experiences are 
difficult to define, induce, or predict. By their very nature, they elude 
explanation in specific cause-effect terms. They often happen spontaneously 
and unintentionally, and their occurrence cannot always be attributed to a 
particular aspect of music or the experience. Moreover, a spiritual experience 
that occurs during listening cannot be easily differentiated from one that 
occurs while performing. A “peak” experience is a peak experience 
regardless of the type of music experience that generated it. Since it is 
difficult to discuss spiritual facets of music experience differentially in terms 
of the four types of music experience, this discussion will proceed according 
to the nature of the spiritual experience itself. 

The most predictable spiritual music experiences occur in religious 
ceremonies, where music, which is purposely composed for such use, is used 
as an intrinsic part of the ritual. This includes hymns, musical Masses, choral 
pieces, and organ music. Often the music is written, performed, and heard as 
a prayer offered to God by members of the congregation, or, conversely, they 
can carry spiritual messages from God. The music can also be used 
symbolically to carry special spiritual meaning or significance or to describe 
Spiritual figures or parts of a spiritual narrative or ritual. The congregation 
may listen to music performed by musicians, or they may participate in the 
music-making, usually through singing. Different music is often used for 
different religious functions (e.g., funerals, weddings, baptism, holidays). 
Spiritual experiences are engendered by the music during the ceremony and 
then, by association, anytime afterward when the same music or style of 
music is experienced in other settings. In religious settings, then, music 
engenders spiritual experiences through the messages embedded in the 
music itself, the symbolic meaning of the music, the role of the music in the 
ritual, and associations to the music formed by the participants after repeated 
experiences of it. 

Music has the innate ability to induce altered or nonordinary states of 
consciousness in anyone in its presence. It has the power to take us out of the 
immediate here-and-now and transport us to other realms of existence or 
consciousness, either when listening to or making music. For this reason, 
music can be used to enhance meditation and relaxation and to enhance and 
elevate the imagination. Sometimes these altered or nonordinary states of 
consciousness are themselves spiritual experiences, and sometimes they 
provide access to other forms of spiritual experiences. 
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There are many forms or types of spiritual experience, variously called 
and variously defined as peak, transpersonal, or transcendent experiences. 
These experiences can involve many different phenomena, but are not easily 
distinguishable according to them. Such phenomena may include: 


e Experiences of profound beauty or aesthetic exaltation; 

e Feelings of utter bliss, ecstasy, or a state of nirvana; deeply felt 
positive emotions; 

e Intense or profound sensory experiences (e.g., light, sound, 
temperature, touch, etc.); 

e Encounters with significant entities wherein the person interacts or 
communicates with her higher self, herself in a past life, deceased 
loved ones, archetypal figures, divine entities, and so forth; 

e Experiences of enlightenment or inner wisdom; 

e Identity transformations; 

® Unitive experiences in which the person loses ego boundaries, 
transcends self, and merges or becomes one with the music, 
herself, significant others, a community, a culture, nature, the 
universe, or all of humanity; 

e Transcendence of one’s personal or everyday reality and a new 
awareness of a broader and deeper reality; 

e Healing or transformation of suffering; and 

e Intense experiences of energy fields and shifts therein. 


Implications 


Analyzing what is involved in each type of music experience can provide a 
basic foundation for music therapy practice. As shown in the previous 
chapter, the therapeutic goals most appropriate for each type of experience 
are derived from an astute understanding of what each music experience 
actually involves—physically, emotionally, mentally, relationally, and 
spiritually—and, even more important, how the music experiences overlap 
and differ in what they involve. For example, all music experiences involve 
the body in some way, but as we go further into an analysis of each music 
experience, we can immediately see that listening has different therapeutic 
potentials for the body than improvising, re-creating, and composing; 
moreover, some types of experience are by their very nature more 
demanding than others. Thus, a music therapist must select and design the 
music experience so that by its very nature it relates directly to client need. In 
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short, each facet of each music experience can be an indication or a 
contraindication in formulating goals to address both the needs and assets of 
the client. 


Two Examples 


The facets of each type of music experience are much too numerous to list 
comprehensively in this chapter, and the therapeutic potentials generated by 
these facets are also too complex to detail within the confines of this book. 
Nevertheless, it is important to have some examples of how this way of 
thinking — matching the nature of the music experience to client need and 
assets—can serve as a foundation for practice and, more specifically, for 
implementing an effective therapeutic plan. 


Freedom vs. Limits 


Every music experience provides opportunities to explore the inherent life 
tension between being free and being limited, controlled, or structured in 
some way. Similarly, clients enter therapy with differing needs and 
preferences for freedom and limits. Thus, we have to consider these concerns 
together. 

When we listen, we can let our consciousness and imagination respond 
freely to the music, sometimes even allowing them to move away or even 
against the music; on the other hand, the music continues inexorably, and 
sooner or later it will beckon and even demand our attention. Thus, while the 
music can limit the listener by continually bringing them back to the here- 
and-now and whatever is emerging in the music, the listener is free to ignore 
the music to the extent possible. The listener may or may not yield to the 
music and its influences. 

When we improvise, we are free to have structures or not have 
structures, and if we do have them, we are free to create our own structures; 
on the other hand, sooner or later we will tire of the unpredictability of no 
structure and feel a need to organize and place limits on the sounds we are 
creating. Thus, the improviser can exercise self-control whenever he or she 
feels the need and then apply it his or her own way. 

When we improvise with others, however, we have to negotiate how 
much structure to have, as well as who will determine and contro] that 
structure. The improviser may or may not yield to his or her own need for 
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structure as evidenced in the music unfolding and may or may not yield to 
the demands of co-improvisers for structures in the music. 

When we perform, we are free to use our bodies in the most 
comfortable and effective way to produce the required sound; however, the 
sound must meet the specifications of the composition and composer. As 
performers, we are free to select timbres, dynamics, and timings to create our 
own interpretation of the piece, but the interpretation must be consistent 
with the intentions of the composer and the specific indications provided in 
the composition. Thus, the performer is limited by the dictates of the 
composer, an invisible person, who sees and hears the world in a way that 
may or may not be consistent with the performer. Does the performer dare 
interpret the composition in his or her own way, regardless of the 
composer's intent? When we perform with others, we have to negotiate and 
agree upon our interpretation of the composition and the composer’s intent. 
The performer may or may not yield to the demands of the composer or 
other performers. 

When we compose, we are free to select and organize any sounds we 
want and sequence them in any way we want, and, unlike the improviser 
who works extemporaneously, we can take all of the time we need to make 
these decisions; on the other hand, we cannot control how performers will 
sing, play, and interpret our compositions, and we cannot control how 
audiences respond to them. Here the composer is limited by the intentions 
and limitations of others, mostly unknown to him or her, to either follow, 
ignore, or disparage his dictates. The composer may or may not yield to the 
demands of performers and listeners. 


Self-monitoring 


Improvising and performing involves listening to or taking in the sounds we 
are making, as we are making them. Composing involves hearing the 
composition in one’s head while composing it, often before it is actually 
notated or performed. Once it has been performed, the composer has to listen 
to determine whether the composition was notated and performed in a way 
that it was originally imagined and heard. 

Thus, we can say that all music-making involves a feedback Joop, 
where the musician has to continually self-monitor whether the sounds being 
made or notated fit the desired, intended, or notated sounds. This self- 
monitoring involves comparing one’s own music to different models, such as 
one’s own or that of others. For example, the improviser and composer 
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compares his own music to his own models as he hears them; the performer 
compares his own music to his own model of how he hears the composer's 
model. 

In short, every type of music experience involves self-monitoring. This 
self-monitoring involves the continual comparison of one’s own sounds with 
a model, and a continual comparison of actual vs imagined sounds. What 
differs from one type of music experience to another (e.g, 
improvising, recreating) is when these comparisons are made (before, 
during or after making the sounds), and whose sound model is being 
produced. 
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RELATIONSHIPS 


So far, we have examined only how music experiences themselves contribute 
to the therapy process. The next two chapters deal with how these 
experiences involve or lead to the formation of new relationships that have 
their own therapeutic potential and role. Thus, both music and relationships 
are integral and interdependent parts of the music therapy process. 

The relationships that emerge within music therapy are multifaceted. 
Music experiences can be designed to highlight relationships between parts 
of a person, between one or more persons, between a person and her 
sociocultural or physical environment, between a person and an object, or 
between objects. In music, these relationships can be manifested and 
experienced physically, musically, mentally, behaviorally, socially, or 
spiritually. Thus, for example, music experiences may be designed to explore 
relationships between two opposing feelings that a client has, between 
different parts of the client’s body, or between the client’s music and her 
feelings about a significant other. Or, music experiences might be used to 
explore relationships between the client's feelings and therapist's feelings, 
between the client's music and the therapist's music, between the client's 
thoughts and the feelings of another client or significant other, or between 
the client’s ideas and feelings and those prevalent in her sociocultural setting. 

The purpose of this chapter is to categorize and describe the myriad 
types of relationships that may be formed in music therapy practice. Later, in 
the next chapter, we will focus more specifically on the relationships formed 
when client and therapist work together in a session. 
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Intramusical Relationships 


Intramusical relationships are those formed whenever a person makes or 
listens to music. They consist of relationships formed and heard by the 
person between the sounds, elements, and parts of the music itself, as well as 
the various facets of the person’s experience of it. For example, to make 
music is to create relationships between dynamics and timbre, or two 
rhythms, or melody and harmony, or one section and another. To listen to 
music is to perceive and appreciate these same kinds of relationships in the 
musical work being heard. See Table 15-1 at the end of this chapter. It gives 
examples of where relationships can be found in a person’s music and 
experience of it. Of course, there are many more relationships that can be 
formed. Those listed in the table provide just a glimpse of the possibilities. 

Each music experience forms an integrated whole or gestalt, wherein 
all of the elements and parts are interdependent or even inseparable. For 
example, timbre affects and is affected by volume, both of which are under 
the control of the voice or instrument; melody affects and is affected by 
harmony, both of which are organized by texture and phrase. Thus, one 
intramusical relationship affects and is affected by another intramusical 
relationship, so that when one forms a relationship between any two 
elements or parts, the relationships between other elements and parts are 
shaped accordingly. This is extremely significant. Consider the idea that 
changing one aspect of a person’s music or music experience can lead to 
other changes, which can lead to other changes. 

As a music experience unfolds in time, intramusical relationships 
continually form, dissolve, or change, so it is important to remember that 
intramusical relationships are by their nature continually evolving moment 
to moment. The very progression of the music experience can be described as 
an evolution and development of intramusical relationships within the music 
and the person making or listening to it. 

Although intramusical relationships are continually changing 
extemporaneously, each person comes to therapy with a tendency to form or 
hear certain kinds of intramusical relationships and not others. For example, 
when improvising, a client may have a tendency to associate one timbre (e.g,, 
drum) with only one volume level (e.g., loud), but no tendency to associate 
one melody to one modality or tonality. Yet, when listening, the same client 
will perceive different associations between timbre and volume and insist 
that each melody have its own tonality. 
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The temporary vs. more enduring nature of intramusical relationships 
is similar to the distinction made between state and trait. A state varies 
according to the immediate circumstances, with only certain properties 
remaining the same across circumstances, dependent upon the person. A 
trait is a more enduring pattern of experience with certain properties that do 
not vary according to circumstance. Thus, a state is linked more to the 
moment than the person, and the trait is linked more to the person than the 
moment. In short, there are intramusical relationship states and intramusical 
relationship traits. 

Intramusical relationships also vary according to the type of music 
experience. Improvising implicates and highlights different intramusical 
relationships than composing, just as singing implicates different 
relationships than playing an instrument or listening. Moreover, each music 
experience can be designed to amplify a particular relationship. For example, 
listening experiences may bring greater awareness to certain intramusical 
relationships than improvising; moreover, both listening and improvising 
experiences can be designed to enhance the prominence of a certain 
relationship. The implications are that music experiences can be selected and 
specially designed to either support or expand the intramusical relationships 
that a client tends to use or hear, which in turn leads to changes in other 
intramusical relationships. 

Approaches to music therapy that emphasize the centrality of music as 
the agent or medium of client change (i.e., music-centered approaches) rely 
heavily on the interdependence of intramusical relationships in the client's 
music and music experience and the likelihood that changes in these 
relationships will constitute or lead to therapeutic changes. 


Intermusical Relationships 


Intermusical relationships are those formed whenever two or more persons 
make or listen to music together. These relationships occur between one 
person’s musical sounds, elements, and parts and those of the other 
person(s). The possibilities for forming and hearing  intermusical 
relationships are the same as those for intramusical relationships; similarly, 
they are not limited to those listed. Table 15-2 at the end of the chapter gives 
some examples. 

Like intramusical relationships, intermusical relationships are both 
temporary and enduring. Some intermusical relationships emerge in the 
moment spontaneously, accidentally, or automatically, while others tend to 
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persist regardless of the ongoing circumstances. One can say that there are 
intermusical states and intermusical traits or patterns. 

Intermusical relationships affect and are affected by both the 
intramusical relationships within each person’s music and the interpersonal 
relationship between the players. That is, when one person changes the 
connection in her own music between tempo and rhythm, the change 
provides an opportunity for the other person to change her music 
accordingly and therein continue in the same intermusical relationship, or it 
provides an opportunity for the other person to resist changing and avoid 
any such relationship. Conversely, if the music-makers change their 
intermusical and/or interpersonal relationship, their intramusical 
relationships may also change. 


Intrapersonal Relationships 


Intrapersonal relationships are those found within an individual person. This 
may include part-part relationships within the individual (e.g., body-mind, 
feeling-feeling, public vs. private self) as well as part-whole relationships, or 
relationships between one aspect of the person and the entire person (feeling- 
self, trait-personality, music-self). Table 15-3 at the end of the chapter gives 
examples of those aspects of a person (or the self) that may be related to or 
associated with one another. 

Intrapersonal relationships vary considerably according to one’s 
theoretical orientation. For example, in a psychodynamic orientation, 
intrapersonal relationships would be considered between ego and id, and id 
and superego, or between resistances and defenses. In a medical orientation, 
one might consider the relationships between previous and present illnesses, 
different medications being taken, symptoms vs. strengths, age and 
prognosis, and so forth. The possibilities also depend on client need. For 
some clients, body and mind relationships are important; for others, feelings 
and behaviors or different feelings about a person are of most relevance. The 
method of therapy also brings different possibilities. For example, in 
Guided Imagery and Music (GIM), the relationships of greatest interest 
might be between different images a person has, or between her images 
and life situations, or between her images and feelings, or between her 
feelings and the music. On the other hand, in improvisational therapy, 
the relationship between the person’s music and the person’s 
abilities, skills, and personality traits would be more relevant. Table 15-3 
shows aspects of a person that might be associated with one another in a 


162 Relationships 


therapy situation. All such relationships would be categorized as 
intrapersonal. 

It is important to note that in a music therapy setting, intrapersonal 
relationships include those between one’s personal self and one’s 
relationship to music, as described below. Thus, dimensions given in Table 
15-3 may be associated with any of those in Table 15-5. All such connections 
would be intrapersonal in nature. 


Interpersonal Relationships 


Interpersonal relationships are those that are formed between one person 
and another or among persons in a family, group, or community. These 
relationships are not within the musical realm. The most important 
interpersonal relationships in therapy are between therapist and client, and 
between client and other clients, participants, or group. Table 15-4 shows the 
dimensions that may form a bond or conflict between two or more persons. 
These are the same as those shown above in intrapersonal relationships and, 
similarly, they are not limited to those listed. 


Personal Relationships to Music 


Every human being has a personal relationship to music. This relationship is 
composed of the many enduring ways in which a person participates in, 
enjoys, and values various kinds of musical experiences, both in the past and 
in the present. One’s personal relationship to music is unique and dynamic, 
and it continues to evolve and change throughout the life span. Dimensions 
of this relationship may include but are not limited to those in Table 15-5. 


Ecological Relationships 


Ecological relationships are those that exist between a person and the various 
situations, contexts, structures, values, and environments in which the person 
lives. Examples include relationships between a person and the community 
and culture in which he lives, or between a person and his ethnic heritage, or 
between the person and societal attitudes about race, gender, or sexual 
orientation. They also include relationships that exist within the ecosystem 
itself, e.g., between the healthcare system and laws, between one’s musical 
heritage and ethnicity, or between attitudes about race and _ the 
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neighborhood. Sometimes these relationships are called “contextual,” and 
sometimes they are referred to as “situatedness.” 

For purposes of this discussion, there are two main categories of 
ecological relationships—sociocultural and environmental. Sociocultural 
relationships are those existing or formed among and between the individual 
social groups, civil structures, or organizations formed by and for people. 
Environmental relationships are those found between the individual and the 
various physical and natural environments in which the individual lives. 

The entities that make up a person’s ecosystem are many. Table 15-6 
shows some but certainly not all of the possibilities. The placement and size 
of the various entities have no particular significance, as at any time in a 
person’s life, one part of the ecosystem may impinge more on the person 
than another. Also note that “physical environments” is a much broader 
category than indicated in the table. 

It is important to realize that ecological relationships are omnipresent. 
They already exist for every client upon entering therapy and therefore have 
to be considered by the therapist from the onset. They form the basis and the 
container for all other relationships that are to be developed among 
participants in the therapy process. 

The therapist has primary responsibility for ensuring that pertinent 
ecological contexts are considered in all interactions that take place within 
the therapy setting. The therapist has to acknowledge, understand, and 
respect the sociocultural and environmental contexts in which the client and 
all other participants live, while also recognizing how his own ecological 
contexts may influence or be influenced by the interactions and relationships 
that evolve throughout the therapy process. 

At the same time, relationships between an individual and 
sociocultural and environmental factors can evolve and change during or as 
a result of the therapy process. These are not static, unchanging relationships; 
rather they are continually developing. The implication here is that 
sociocultural and environmental relationships provide the conditions and the 
impetus for therapeutic change in other types of relationships, and they also 
may be one of the targets of therapeutic change. Thus, for example, the 
relationship that a client has with her community may provide the 
conditions and the impetus for changing interpersonal relationships with 
other members of the therapy group or with significant others. Conversely, 
the client's interpersonal! relationships with the group or with significant 
others can provide the impetus for changing the client’s relationships with 
her community. More will be said about this in the next chapter. 
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Closing Thoughts 


Describing the relationships involved in music therapy is unavoidably 
complicated, and the verbiage can make the relationships more confusing 
than they actually are. Sometimes these complications are the result of the 
many different ways the relationships have been described, and sometimes 
they result from the observer simply being too close to them to see them 
clearly. 

The relationships inherent in making or listening to music are very 
much like those involved in playing chess. Each player has his own 
competence and style, yet each player must respond to the moves of the 
other player if the game is to proceed. The more a person plays or studies 
chess, the more he develops strategies to deal with various situations on the 
board. However, the way each player understands and responds to pieces on 
the board depends not only on the relationship between the pieces, but also 
according to his own experiences in chess and similar life situations and 
according to characteristics demonstrated by the other player. When two 
players play repeatedly, they begin to understand each other’s strategies and 
style as chess players, and by interacting through pieces on the board, they 
are likely to develop a personal relationship wherein they understand how 
the other tends to respond not only in the game of chess but also in similar 
life situations. 
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Table 15-1: Examples of Intramusical Relationships 


Body«+Body: How one body part relates to another when singing, playing an 
instrument, or listening 

Body++Medium: How the body relates to using or hearing the voice versus 
Instruments 

Body++Sound: How the body relates to the timbres and volumes produced or heard. 

Sound-+Medium: How timbres and volumes relate to using or hearing the voice 
versus different instruments 

Sound++Sound: How different timbres and volumes are related simultaneously and 
sequentially, as produced or heard. 

Medium++Medium: How one’s singing compares to one’s instrument playing, and 
how one’s listening to voice relates to listening to instruments. 

Element++Element: How one rhythm, melody, or harmony relates to another 
simultaneously or sequentially in the music being created or heard. 

Texture-+Texture: How the role taken by one part or strand in the texture music (e.g,, 
leader, follower, solo, accompanist) relates to the role of other simultaneous or 
sequential parts or strands. 

Structure-+Structure: How one phrase, theme or section relates to another 
sequentially. 

Structurex+Element: How one phrase, theme, or section relates to a particular rhythm, 
melody, or harmony. 

Structure-+Texture: How one phrase, theme, or section relates to a particular texture. 

Process++Process: How one process of making or listening to music, relates to another. 

Process++Texture: How one process of making or listening to music relates to a 
particular phrase, theme, or section. 

Work«+Work: How one composition, performance or improvisation created or heard 
relates to another. 

Work+>Process: How a particular musical work relates to a particular process of 
making or listening to music. 

Work++Reference: how a composition, performance or improvisation relates or refers 
to something outside of the music (e.g., lyrics, program, title, image) 

Experience++Experience: How one music experience relates to another; how one 
reaction or response to music relates to another. 

Work++Experience: how a musical work relates to a particular experience, response, 
or reaction. 
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Table 15-2: Examples of Intermusical Relationships 


Body++Body: How body parts of one person relates to body parts of another when 
singing, playing an instrument, or listening. 

Sound++Sound: How the timbres and volumes created or heard by one person relate 
to those of another person. 

Element++Element: How the rhythm, melody, or harmony created or heard by one 
person relate to those of another. 

Texture + Texture: How the role taken or heard by one person (e.g., leader, follower, 
solo, accompanist) relates to the role of other person. 

Structure+>Structure: How the phrase, theme or section created or heard by one 
person relates to those of another. 

Process-Process: How one person’s process of making or listening to music relates to 
the process of another. 

Work+>Work: How one person’s composition, performance or improvisation relates 
to those of another. , 

Reference++Reference: how the lyrics, program, title or image of one person making 
or listening to music relate to those of another. 

Experience-+Experience: How one person’s experience of music experience relates to 
the experience of another person. 


Table 15-3: Examples of Intrapersonal Relationships 


Memories, images, dreams «+ Thoughts, constructs 


1 t 


Beliefs, values, opinions + Behaviors, habits, traits 
i 


Emotions, feelings «+ Problems, needs, resources 


q 
Physical and mental health ++ Mind, body, spirit 


Life events and experiences «> Significant others 


I 


Musical life ++ Musical heritage 
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Table 15-4: Examples of Interpersonal Relationships 


PERSON A «» Memories, images, dreams «+ PERSON B 
I 
PERSON A «> Thoughts, ideas, constructs + PERSON B 
q 
PERSON A + Beliefs, values, opinions «+ PERSON B 


t 
PERSON A + Behaviors, habits, traits ~ PERSON B 


PERSON A «+ Emotions, feelings «+ PERSON B 


1 
PERSON A - Problems, needs, resources <> PERSON B 


t 
PERSON A «> Physical and mental health + PERSON B 


PERSON A «<>Mind, body, spirit + PERSON B 


1 
PERSON A + Life events and experiences —» PERSON B 
PERSON A + Significant others «+ PERSON B 


t 
PERSON A + Musical life «+» PERSON B 
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Table 15-5: Dimensions of One's Personal Relationship to Music 


Aspirations: whether the person pursues music for vocational or avocational 
purposes; the extent to which the person enjoys musical pursuits; 

Studies: whether the person has studied music privately, in school, or professionally; 

Involvement: how often the person engages in music listening, singing, instrument 
playing, improvising, or composing, both currently and previously. 

Proficiency: whether the person sings or plays an instrument, and how well; how 
perceptively the person listens to music. 

Self-confidence: whether the person feels confident in his/her musical abilities and 
talents; whether the person is proud of own musical accomplishments. 

Personal Significance: the extent to which music meets aesthetic, psychological, 
recreational, and/or social needs; 

Memories: musical events or experiences in the past that are remembered as 
significant 

Family musical background: what musical talents are in the person's genetic 
background; attitudes and values towards music of significant others; musical 
pursuits and talents of relatives; family music traditions; relationships with 
relatives built around music, and musical roles taken by various family 
members. 

Motivators: significant others, teachers, and/or professional musicians who are 
musical models, or who encourage and support the person’‘s musical pursuits. 

Community Music Participation: whether the person belongs to choirs, bands, or any 
type of musical group in the community or church. 
Musical Aversions; whether there are any kinds of music or musical experiences that 
the person dislikes or has adverse physical or psychological reactions to. 
Preferences: what the person likes and dislikes about various musical activities, 
genres, styles, instruments, composers, performers, and repertoire; most and 
least favorite music activities: 

Favorite Works: songs or pieces that have special significance or meaning; musical 
works that are especially liked, admired, or appreciated. 
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Table 15-6: Examples of Ecological Relationships 


Society «+ Culture + Language 


T 
Nationality «+ Ethnicity + Race 


City — State — Country 
t 
Neighborhood «+ Community 
! 


Church © Religion 


t 
Laws — Mores ++ Taboos 


t 


Ceremonies - Rituals «+ Customs 


t 


Norms «+ Attitudes «+ Values 


t 
Workplace «+ School 


Attitudes toward Gender 


t 
Attitudes toward Sexual Orientation 


Physical Environment, Natural Environment 
{ 
Healthcare 


t 
Musical Heritage 
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FORMED 


In the context of this definition, “formed” refers to (1) those relationships that 
client and therapist already have before entering therapy, (2) those 
relationships that inhere in the music or music experience, and (3) those that 
are purposely formed for therapeutic purposes within the process. Both 
client and therapist enter therapy with certain intrapersonal, interpersonal, 
and ecological relationships already in place, and upon interaction within the 
therapy process, new relationships in these areas are formed. Similarly, client 
and therapist enter therapy with their own personal relationships to music, 
and upon interacting with one another create new intramusical and 
intermusical relationships. Finally, each music experience already requires or 
highlights certain relationships, and in the process of therapy, client and 
therapist redesign and reshape the experience to create new relationships. 
The previous chapter described the various relationship categories that 
can be found in music therapy; the purpose of this chapter is to examine 
specific relationship constellations that are intentionally formed and 
explored as an integral part of the therapy process. These include the client- 
music constellation that is situated in the client’s ecology, the therapist-music 
constellation that is situated in the therapist’s ecology, the client-music- 
therapist constellation that emerges in a shared ecology, and the client-music- 
therapist-other constellation that also emerges in a shared ecology. 
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Client-Music Constellation 


A basic premise of music therapy is that every client has an already existing 
personal relationship to music upon entering the therapy room, regardless of 
any limitations or disadvantages the client may have. It is also recognized 
that clients vary widely in musical talent, ability, and proficiency and that 
their musical accomplishments similarly vary in both technical and artistic 
merit. From a therapeutic perspective, of utmost importance is each client's 
unique potential for engaging in music experiences that are considered 
successful, enjoyable, and fulfilling by the client. 

This personal relationship to music is a basis and vector for the client’s 
intrapersonal and interpersonal relationships. Put another way, the client's 
musical life, both past and present, is part of her personal and interpersonal 
life. Moreover, her past and present involvements in music are bound to be 
associated with events, circumstances, people, relationships, feelings, etc. For 
example, songs may be associated with important people or events in the 
person’s life, playing an instrument might be associated with being in a 
school band or orchestra, certain pieces of music may be associated with 
certain feelings, and so forth. Conversely, a particular person, situation, or 
feeling may be associated with a certain piece of music or a certain music 
experience. Thus, we can assert that the client's personal relationship to 
music affects and is affected by intrapersonal relationships in the client's self. 

The client's personal relationship to music is also a function of the 
client's ecosystem or, more specifically, her physical environment and 
sociocultural background (e.g., race, gender, ethnicity, society, culture). For 
example, the client may prefer only a particular style of music because that is 
the only style she experienced in the home, or the client’s value of musical 
involvement may be a function of values in the community, or the client may 
have strong patriotic feelings when singing a song because of the significance 
given to it in the person’s country of origin. 

In addition to this personal relationship, clients also form intramusical 
and intermusical relationships within the therapy setting by engaging and 
sharing in music experiences with the therapist and other participants. 
Whenever the client makes or listens to music, opportunities arise for 
organizing and relating the parts and elements within her own music and 
her own experience of it; at the same time, when the therapist is involved, the 
client is given opportunities to relate aspects of her music and experience to 
those of the therapist. 
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Given how the client-music constellation is the basis and vector for all 
other types of relationships, it is the primary focus and concern for music 
therapy practice. In fact, the very uniqueness of music therapy resides in the 
centrality of the client-music relationship to its process and outcome. The 
therapist continually seeks to engage the client in music experiences that will 
enhance her relationship to music and, in so doing, enhance her relationship 
to self, the therapist, significant others, community, and so forth. 

Figure 16-1 shows the various components and relationships that make 
up the client-music constellation. 


Figure 16-1: The Client-Music Constellation 
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The Therapist-Music Constellation 


Every music therapist is expected to have a highly developed relationship to 
music, one that includes both vocational and avocational components. The 
nature of this relationship, like the client's relationship to music, is unique 
and dynamic. It can be described along the same variables, and it continually 
evolves through the life span as the result of the same factors. 
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The therapist-music relationship is essential to the success of music 
therapy. First, it provides the foundation for understanding and enhancing 
the client’s relationship to music, which is the basis for all other therapeutic 
change; second, it sustains the therapist's resilience against the psychological 
dangers of therapeutic work. 


Figure 16-2 shows the components and relationships that make up the 


therapist-music constellation. 


Figure 16-2: The Therapist-Music Constellation 
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The Client-Music-Therapist Constellation 


Both the “client-music” and “therapist-music” constellations are present to 
varying degrees at the onset of therapy, and both constellations change and 
develop as a result of therapy. The “client-music-therapist” constellation is 
the working one. It is where therapist and client interact in and through 
music experience in order to foster therapeutic changes. 

Figure 16-3 shows the components and relationship that make up this 
constellation. The components are the circles and ovals; they include each 


person's ecology, self, and music. The relationships are seen in the overlaps 
between the circles and ovals. 
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The client’s ecology overlaps with the therapist’s ecology to form a 
shared ecology. This shared ecology encompasses both the situational 
contexts that emerge moment to moment in the therapy process and the 
relationships that are built between aspects of the client’s ecology and the 
therapist's ecology. 


Figure 16-3: The Client-Music-Therapist Constellation 
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Notice that the music is shown as an entity existing in and by itself, apart 
from the client and therapist. The implication is that the music and the music 
experience can extend beyond the potential of both parties in its therapeutic 
effect and that the music experience can serve as therapist independently of 
the therapist as person. 

Also notice that client and therapist each have their own intramusical 
relationships and that these interact to form intermusical and interpersonal 
relationships between the two. Both parties also have their own personal 
relationship to music that is part of the intrapersonal self. 

This figure demonstrates what makes music therapy unique among 
therapeutic modalities: The therapist and client work through both musical 
and personal relationships, and these relationships and the constellations 
thereof provide the primary context and impetus for change in the client’s 
musical and personal life. 


The Client-Music-Therapist-Other Constellation 


Music therapy is provided in many different formats. In addition to 
individual and group formats, music therapy may also involve significant 
others of the client as well as other professionals working with the client. It 
may also involve various groups and subgroups of the community. 
Obviously, the number and complexity of relationships increase as each 
person is added to the therapy setting, and any diagram of these 
relationships will lack clarity and meaningfulness when all of the 
relationships are represented. 


Closing Thoughts 


The last two chapters have shown how many relationships can be formed in 
music therapy and how challenging it is to conceptualize them. It is 
important to keep in mind that the tables and figures presented are intended 
to show possibilities, not givens. In fact, the main purpose of the last two 
chapters has been to help the reader to gain the flexibility to see the myriad 
potentials of all components of the music therapy process. Many different 
perspectives can be taken when describing the nature of the music experience 
and the relationships that can be formed through them; these chapters have 
shown a few that may help in illuminating how they can be utilized toward 
the client’s growth. 
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IMPETUS 


The Encarta dictionary gives two definitions of impetus: the energy or 
motivation to accomplish or undertake something, and, in physics, a force 
that causes the motion of an object to overcome resistance. Other synonyms 
for impetus include incentive, stimulus, push, and spur. All of these 
descriptors are relevant to this definition, but further elaboration is needed 
for its specific implications in a music therapy context. 

“Impetus” is a pivotal word in this definition for describing how music 
experiences and relationships lead to therapeutic change. The purpose of this 
chapter, then, is to present the main ways in which music therapy creates the 
impetus needed by the client to make the desired therapeutic changes. 

Similar to the tool schema and the process schema found in previous 
definitions (see chapter 3), there are two primary ways of thinking about 
how to create the impetus for change: outcome-oriented strategies and 
experience-oriented strategies (Bruscia, 2011). In outcome-oriented strategies, 
music experiences and relationships are used by the therapist to induce 
targeted change in the client. In experience-oriented strategies, music and 
relationships serve as a process or medium for the client to identify, explore, 
rehearse, and eventually make the needed therapeutic change. 


Outcome-Oriented Strategies 


As shown in Figure 17-1, outcome-oriented strategies are always focused on 
client needs that have already been identified through some form of 
assessment or clinical preparation. As therapy begins, specific goals are 
formulated by the therapist to address these needs, and outcomes are 
operationally defined for different stages of therapy. The primary agent in 
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these strategies is music or the music experience, which is enabled, 
facilitated, or assisted by the therapist, the client’s relationship to the 
therapist, or any other relationship that might be relevant. 


Figure 17-1: Outcome-Oriented Strategies 
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There are at least three outcome-oriented strategies, and all of these strategies 
can be implemented according to the above diagram. These are music as 
agent, music as skill, and music therapy as protocol. Many other strategies 
are practiced, and there are many variations therein. Nevertheless, all! 
outcome strategies are based upon cause-effect and stimulus-response 
relationships, and the control of relevant variables. All outcomes are 
operationally defined and lend themselves to some form of measurement. 
Treatment is problem-oriented and often evidence-based, and the therapist is 
a scientific expert, treatment planner, and supportive professional. 
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Music as Agent 


In this strategy, music experience is used as a stimulus, reinforcer, or 
mediator to induce specifically targeted outcomes, operationally defined as 
therapeutic or pre-therapeutic (i.e, requisite to therapeutic change). 
Relationships are used to enable and facilitate the music experience and to 
assist the client in responding. Examples include the use of music as a: 


e stimulus to induce body changes (heart rate, blood pressure, 
immune response, etc.); regulate breathing or movement, 
condition feeding response; evoke a mood, motion, or image; 
reduce stress or pain; and so forth. 

e reinforcer to elicit or manage specific behaviors. 

¢ mediator in learning and memory tasks. 


Music as Skill 


Participating in music experiences requires different kinds of skills. In this 
strategy, music activities and tasks are specially designed to contain and 
require skills needed by the client. Relationships are used to enable and 
facilitate the client's response and experience and to ensure enjoyment. 
Target skills may be sensorimotor, perceptual, and cognitive in nature, or 
they may be affective, interpersonal, or group-oriented. The main premise is 
that when participation is enjoyable and rewarding, the participants will 
work within the music experience to gain the skills they need to participate 
fully. Examples include: 


* engaging clients in an instrumental piece that requires imitation of 
rhythms in order to develop short-term memory; 

e teaching the client how to play an instrument to develop specific 
motor skills; 

e using music listening to improve auditory attention and 
perception; 

e using a handbell choir to increase impulse control and awareness 
of others; 

e using songwriting to increase group cooperation; and 

e using improvisation to teach role-playing. 
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Notice that the target response is musical and that it is operationally defined 
as therapeutic. Thus, for example, correct imitation of a rhythm is 
operationally defined as short-term memory, and the patterns themselves 
can be designed to require different mnemonic strategies. The effectiveness 
of this strategy depends upon whether the musical task or activity contains 
the targeted skills and the extent to which the musical skill can be transferred 
to other areas of functioning. 


Music Therapy Protocols 


In this strategy, based on assessment or clinical preparation of some kind, 
very specific and operationally defined goals and objectives are formulated, 
music experiences and relationships are designed to accomplish them over a 
predesignated period, and the outcomes of music therapy are measured at 
various junctures. For example: 


e Ten sessions of improvisation are used to improve depression (as 
measured by the Beck inventory) in adults with substance use 
disorders. 

e Six music-relaxations sessions are used to decrease state and trait 
anxiety in cancer patients. 

e Twelve sessions of handbell choirs are used to decrease 
distractibility in adolescents with intellectual disabilities. 


Notice here that the outcomes are nonmusical changes in the client and that 
the music experiences and relationships activate and support the efficacy of 
the music therapy sessions. 


Experience-Oriented Strategies 


As shown in Figure 17-2, experience-oriented strategies involve engaging the 
client in a music experience and inherent relationships in order to provide 
opportunities for both client and therapist to clarify and address the client’s 
therapeutic needs. Of course, the therapist and client begin therapy with a 
basic understanding of what the client's needs are, but in contrast to 
outcome-oriented strategies, more specific goals are clarified by what is 
discovered when client and therapist engage in the music experience, not 
prior to the first therapy encounter. The music experience is designed to re- 
create, simulate, or represent the conditions or circumstances that challenge 
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the client, but at the appropriate level. As such, it can be an analogy or 
metaphor for how the client’s therapeutic issues manifest and how they can 
be addressed, managed, and worked through. 

In these strategies, the therapy process begins with the client's 
immersion in the music experience and inherent relationships. As the client 
engages in the experience, the client’s problems and resources are revealed 
within the context of the experience, and therapist and client begin to focus 
on what the client needs or wants to gain from the experience. The music 
experience and relationships then become a creative problem-solving process 
wherein client and therapist explore alternatives or possible solutions to the 
therapeutic issue or problem, while also bringing the client’s resources into 
play. Various alternatives are explored, evaluated, and rehearsed, and the 
client eventually selects the most preferred alternative to the issue or 
problem, sometimes with the therapist's assistance. As this process 
continues, musical products are created that reflect the client's needs, 
struggles, and hopefully an eventual therapeutic triumph. Sometimes the 
music experience focuses on the process, and sometimes it focuses on 
creating a product. 

There are at least two experience-oriented strategies that are most 
common: music as process and music as representation. The basic premise of 
these strategies is that the way a person makes or listens to music is a direct 
and rich manifestation of the person’s identity, reflecting not only who the 
person is, and how she thinks and feels, but also how she deals with life and 
its challenges. Another premise is that it is not always possible to set final 
goals and objectives before actually engaging in music experiences and 
concomitant relationships. Often the therapist and client believe that they 
have accurately defined the client’s problems and needs, but they have not. 
Thus, these strategies use the music experiences as the primary assessment. 
Examples will be provided below. 

One of the differences between outcome-oriented and experience 
oriented strategies is that the former most often begin with pre-established 
goals, whereas the latter most often begin with a pre-established model or 
method. 
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Figure 17-2: Experience-Oriented Strategies 
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Music as Process 


In this experience-oriented strategy, the therapist immediately engages the 
client in a music experience designed to allow the client to explore herself 
and her life. Often, a pre-established model such as Nordoff-Robbins Music 
Therapy, Analytical Music Therapy, or Guided Imagery and Music is used. 
Each of these models has been carefully designed to address certain broad 
areas of clinical concern that are clarified and addressed as the client 
continues to engage in the model, which is sometimes modified to fit the 
client’s needs. Each model also has its own indications and contraindications 
that practitioners must keep in mind when starting to work with new clients. 
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Here is an example of music as process: A client comes to music 
therapy to deal with the stress of a divorce and the subsequent disruptions of 
her home life. This is what she presents to the therapist as the main 
therapeutic need. The therapist uses Guided Imagery and Music, and in the 
very first session, the client learns to image spontaneously while listening to 
music and dialoguing with the therapist. The music and the images bring 
memories of her mother’s death 10 years earlier. What becomes obvious as 
the session continues is that the client did not grieve fully for the loss of her 
mother at the time and that the pending divorce has reactivated all of her 
challenges in dealing with loss of any kind. Moreover, the loss of her 
husband is somehow connected to the loss of her mother. Therapist and 
client immediately turn their attention to the grieving over her mother’s 
death as a prerequisite to dealing with current life problems. Once an 
understanding of the client is gained through these experiences, the 
experiences can be modified and reshaped to help the client express and 
work through what life issues the divorce has raised. 


Music as Representation 


Whenever music is used as process, the result is some kind of musical 
product, such as an improvisation, composition, performance, score, 
recording, perception, interpretation, and so forth. This musical product isa 
reflection of everything that happened during the process; it documents 
everything that has been externalized, worked on, and transformed by the 
music-maker(s) or listeners. As such, this product provides a musical image, 
symbol, metaphor, or projection of each person involved in the process— 
their problems, resources, feelings, thoughts, solutions, and so forth—while 
also giving a musical description of the relationships that emerged between 
the various persons, objects, and events involved in the experience. Thus, an 
improvisation provides a representation of the improviser and how she 
relates to the world of self, other, and object, just as a composition and 
performance provides the same kind of representations of the composer or 
performer. Similarly, the listener's responses to music provide a 
representation of the listener and how she relates to the world of self, other, 
and object. Examples of this strategy include: 


e The therapist assists the client in writing a song that expresses her 
feelings toward a significant person in her life. When completed, 
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the client sings and records the song and then gives the recording 
to the person. 

e The client creates and records an improvisation entitled “The Story 
of My Life” and then shares the improvisation with a group or 
significant other. 

e The therapist writes a transcript of images created by the client in a 
music and imagery session. The client shares the transcript and the 
music with her spouse. 

e The client draws a mandala (circle drawing) while listening to 
music and gives it a title. The client keeps the drawing to 
document her therapy process. 


Ecologically Oriented Strategies 


Both of the above strategies and diagrams can be used in ecologically 
oriented music therapy. The main difference occurs in the first step, 
identifying the need. In ecologically oriented strategies, this requires: 


1) Defining who the client is—the individual, a particular relationship, 
and/or the sociocultural or physical context. 

2) Situating the client, therapist, music, and health concern in 
respective interpersonal social, political, cultural, environmental, 
and global contexts. 

3) Determining what setting is best suited for therapy. 

4) Identifying others who should be involved in the therapy process, in 
and outside of the therapy setting. 


Integral Strategies 


Each of the above strategies can be used for an entire session or even an 
entire course of therapy; however, they can also be used together as an 
integral part of every session and course of therapy. The advantages of such 
an integral strategy are many. First and foremost, the client can both lead and 
follow the therapist, and, in response, the therapist can also lead and follow 
the client. Thus, the entire process becomes a give-and-take of lead-follow 
and follow-lead by both client and therapist. In this way, both client and 
therapist can shape the direction of each strategy, session, or course of 
therapy. 
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In the outcome strategy, the therapist takes the lead and uses the 
components of therapy to direct the client toward a specific objective. This 
objective may be as simple as having the client sit down, or it may be as 
complex as inducing the client into an altered state of consciousness or using 
music to evoke a particular feeling. When the client responds to the 
therapist's strategy, the response is perceived by the therapist as both the 
client’s attempt to follow and her attempt to lead the therapist in the desired 
direction. Every response a client makes, then, informs the therapist whether 
the next step should be an outcome-oriented intervention or an experience- 
oriented process, depending on how clear the client’s needs were revealed in 
the previous outcome. 

The exact same lead-follow process takes place if the session begins 
with an experience-oriented strategy. In this case, the strategy begins with the 
client leading and the therapist following. Perhaps the easiest way to think 
about integral strategies is to see the outcome-oriented strategy as a lead- 
follow for the therapist and an experience-oriented strategy as a follow-lead 
for the therapist. 

Figure 17-3 shows how integral strategies involve combining the other 
two strategies. 
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Figure 17-3: Integral Strategies 


Need Identified 


Altematives 


2 Explored, 
Experience ships Evaluated, 
Rehearsed, Chosen 


Therapeutic 
Change 


Music Relation- 


Pre-therapeutic 
Outcome 


Need Identified 
Goal Formulated 


Pre-therapeutic 
Outcome 


Therapeutic 
Change 


18 


CHANGE 


As we reach the final word in our definition, it becomes clear that the 
ultimate aim of music therapy is to induce some kind of change in the client. 
The very purpose of engaging the client in music experiences and 
concomitant relationships is to effect change. But who changes and in what 
ways? What kinds of change are possible, and how do these changes qualify 
as therapy? 


Who Changes? 


The clients in music therapy may be an individual, a couple, a family, a 
group, a sociocultural context, or an environment. By definition, the client is 
always the primary focus of therapy and ultimately the primary and direct 
beneficiary; however other individuals and entities may participate in the 
therapy process and other individuals and entities may receive indirect 
benefits from the client’s therapy, but the process of therapy must always 
keep the client as its chief priority. For example, when a child and parent are 
seen together in therapy, the therapist has to be clear whether the client is the 
child, the parent, or both equally. Sometimes a parent joins the child’s 
therapy, and the therapy is designed to focus on the helping the child. In 
such a case, the parent will inevitably benefit in some way from participation 
in the child’s therapy, but at no time can the parent's therapeutic needs take 
precedence over the child’s needs, unless, of course, those needs are 
interfering with the client's progress. On the other hand, sometimes both 
parent and child are the focus of therapy. This is appropriate when the 
therapeutic needs of each person are interdependent—to effect therapeutic 
change in one requires therapeutic change in the other. Here the child and 


Change 187 


parents are both clients, and both should be primary and direct beneficiaries. 
In both cases, the other parent and siblings may be indirect beneficiaries, but 
the focus of therapy must always remain on the clients, namely both the child 
and the parent. 

Clearly designating who the client is becomes particularly important 
when the therapeutic needs of an individual or group result from problems 
in an outside entity, such as the community, society, culture, or environment. 
In these cases, the therapist must decide whether the designated client is only 
the individual or group, or whether it also includes the outside entity. For 
example, when a therapist is working with a woman survivor of abuse, the 
therapist and client have to determine the extent and under what 
circumstances therapy should also aim at changing the abuser, or changing 
attitudes toward abuse, or attitudes toward women in the community. 


Settings for Change 


All of the above “clients” may receive music therapy in a traditional clinical 
venue (agency, institution, private office) or in a variety of other settings 
(community, school, music group, business, camp, rally, and so forth). Thus, 
when we try to differentiate between within and outside of therapy, we have 
to stipulate that “within” therapy means wherever the therapy takes place, 
regardless of whether it is a traditional or nontraditional therapy setting. The 
therapy room is no longer the only setting in which therapeutic engagements 
take place. Much depends upon whether the purpose of therapy is to change 
self, others, or the ecology and where the changes are most likely to take 
place. 

With these caveats in mind, the first question that arises is whether the 
client must evidence therapeutic change within and/or outside of the therapy 
setting, be it traditional or nontraditional. This is a somewhat controversial 
question for two reasons. First, not all therapeutic changes are intended for 
generalization outside of the therapy setting. For example, if music therapy is 
used to reduce pain during debridement after a severe burn, the main focus 
is on the debridement setting, not the home or school setting. Similarly, 
music therapy at the time of death is hardly generalizable to other situations 
and settings. On the other hand, some therapeutic changes are only 
meaningful if they generalize to settings outside of therapy. If music therapy 
is used to help a child manage her behavior, it is hoped that the child will 
manage her behavior not only in music therapy, but also in the classroom 
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and at home. Thus, some therapeutic changes are more meaningful when 
generalizable and others are not. 

Second, with some clients and some therapeutic issues, the client 
cannot be expected to immediately transfer a change made within the 
therapy setting to other settings outside of therapy. In these cases, time is 
needed, and it may not be possible or beneficial to continue therapy for the 
length of time needed for generalization to take place. Thus, the purpose of 
therapy becomes to introduce the change and to motivate the client to make 
the change when possible. Specifically, the aim of therapy becomes to help 
the client experience an alternative way of being or behaving (the desired 
therapeutic change) and then recognize that it is a preferable alternative to 
her present way. For example, music therapy may be used to help a 
withdrawn child trust others enough to interact more freely and safely. 
Through shared musical experiences, the child develops this trust with the 
music therapist and interacts with him with ease and pleasure. Thus, the 
child is now more motivated to feel and do something that was not possible 
before, but, at the same time, she is not ready to interact in the same way with 
others or in another less contained setting. Needless to say, it is important for 
the child to have such positive experiences of interacting, even if therapy 
cannot last long enough to witness changes in other settings. This does not 
mean that generalization is not important in therapy; it means only that 
therapy can still play a vital but limited role in the child’s development. 

Other controversial questions arise about when a change takes place. If 
a change is first evidenced outside the music experience or without the 
therapist being present, can the change rightfully be attributed to music 
therapy? It is certainly possible that participation in the music experience 
with the therapist may have prepared the client to make changes outside of a 
music context; similarly, interaction with the therapist may have prepared 
the client to make changes when the therapist is not present. On the other 
hand, the change might also be attributed to circumstances at the time 
unrelated to the client’s experiences in music therapy. 

All of the above questions and issues relate to the fundamental 
problem of all therapies: How do we determine whether change takes place, 
and if it does, how do we know that the change resulted from the therapy 
provided? In a similar vein, a fundamental question in music therapy 
research is the extent to which music therapy is effective in activating change. 
This topic will be addressed later in the chapter. 
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Types of Change 


Based on our previous discussion of relationships, and the work of Wilber 
(1995), several distinctions can be made in the types of change that can occur 
as a result of therapy. These distinctions are important because they help to 
clarify the aims and outcomes of therapy and they provide the basis for 
determining how the outcomes of therapy can be evaluated. It bears 
mentioning here that music experiences and concomitant relationships are 
used as a tool and as a medium for change, but they are also where the client 
demonstrates the change. They are also the primary location for therapeutic 
outcomes. For example, intrapersonal relationships that the client already has 
can be used to foster other intrapersonal relationships to develop or change; 
in addition, they may also induce interpersonal and ecological changes. Of 
utmost interest in music therapy, musical changes can be used as a tool, 
medium, or outcome for nonmusical changes, and vice versa. 

The first distinction that can be made is between personal, 
interpersonal, and ecological change. Personal changes are those that the 
client makes in herself; interpersonal changes are those that the client or 
group makes in their relationships with others; and ecological changes are 
those that the client or group makes in relation to their sociocultural or 
physical environment. The second distinction is between musical and 
nonmusical changes in all three of these areas. The third distinction, which 
was only mentioned previously, is between exterior and interior changes. 

Exterior changes are those that can be observed and measured 
(including any manifestation of interior change that is operationally defined). 
Exterior changes are objective in nature; they reflect changes in the person or 
context as an object. Interior changes are those subjective changes that cannot 
be observed and measured. They are changes in the person or context as 
subject. Table 18-1 gives examples of changes in each type. Again, this list is 
not meant to be comprehensive, definitive, or limited. 

Of course, human beings are continually making and undergoing these 
kinds of changes in every moment of each day, some for the better and some 
for the worse. Which of these can be considered therapeutic in nature? Before 
answering this question, it is necessary to outline the types of changes that 
are the focus of music therapy. 
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Table 18-1: Types of Change Possible in Music Therapy 


Interior 


Potential Individual Changes 


Musical: aspirations, self-confidence, talent, personal significance, 
meaningfulness, experience, aesthetic values, preferences, 
motivation, memories, percepts, concepts, values, etc. 
Nonmusical: memories, images, dreams, thoughts, ideas, 
constructs, percepts, values, beliefs, opinions, emotions, feelings, 
etc. 


Exterior 


Interior 


Musical: proficiency in making and listening to music, musical 
involvement and commitment, intramusical relationships 
manifested in own music, intramusical relationships heard in all 
music, measures of interior musical changes, etc. 

Nonmusical: physiological responses, behavior, habits, traits, 
measures of interior nonmusical responses. 


Potential Interpersonal Changes 


Musical: shared aspirations, experiences, aesthetic values, 
preferences, and motivations; shared musical past; shared percepts 
and concepts; etc. 

Nonmusical: shared memories, images, dreams; shared thoughts, 
ideas, and constructs; shared percepts, beliefs, opinions, emotions, 
feelings; etc. 


Exterior 


Musical: intermusical relationships manifested or heard when 
making and listening to music; shared intramusical relationships 
manifested or heard when making and listening to music; shared 
family music background; all measures of interior interpersonal 
music changes; etc. 

Nonmusical: interpersonal relationships manifested behaviorally 
or physically; shared intrapersonal relationships manifested 
behaviorally or physically; all measures of interior interpersonal 
nonmusic changes; etc. 
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Potential Ecological Changes 


Interior 
e Musical: musical heritage, societal and cultural attitudes and 
values toward music, aesthetic standards, etc. 
e Nonmusical: societal and cultural mores, taboos, moral and 
political beliefs; attitudes toward gender and sexual orientation, 
religious beliefs, etc. 


Exterior 
e Musical: musical rituals, ceremonies, customs, performance 
practices, compositions with national, ethnic, or racial significance, 
etc. 
e Nonmusical: laws of city, state, country; healthcare practices; 
physical and environment in neighborhood, community, city, etc.; 
physical environment in workplace, school, etc. 


Criteria for Change 


Health-Enhancing 


One of the basic premises of music therapy is that because music experience 
involves and affects so many facets of the human béing, a musical change 
that a client makes is probably indicative of a nonmusical change of some 
kind. When a client who has attentional deficits learns how to concentrate 
within a musical context, this ability or skill has potential application for 
many other aspects of the client's life; similarly, when a client releases 
emotions when making or listening to music, those emotions are not defined 
only in musical terms, nor is the release a strictly musical process. Thus, 
every change that a client makes within a music experience either is 
generalizable to nonmusical areas because of the interdependence in all areas 
of human functioning or because it already signifies or demonstrates that a 
nonmusical change has taken place. 

While these two notions occupy much attention in music therapy 
research and theory, an even more basic question needs to be answered: 
Notwithstanding whether the change is musical or nonmusical, is the change 
health-enhancing? The following types of changes are generally regarded as 
health-enhancing or therapeutic in nature. Notice that some stem from a 
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“pathogenic” orientation to health, while others stem from a “salutogenic” or 
“holarchical” orientation, as defined in the previous chapter on health. 
Notice also that each one is more appropriate for certain kinds of health 
problems than others, especially within music therapy. 


Table 18-2: Types of Health Change 


Preventive: The changes in therapy help the client to decrease health risks or 
build resistances against health problems. 

Curative: The changes in therapy counteract, alter, or eliminate the etiology of 
a health problem. 

Reconstructive: The changes in therapy help the client to deconstruct and then 
reconstruct parts of self or life so that previous health conditions are 
not present. 

Allopathic: The changes in therapy counteract, alter, or eliminate the 
symptoms or effects of a health problem. 

Homeopathic: The changes in therapy re-create the health condition in a way 
that stimulates the client’s natural healing processes to operate more 
efficiently. 

Supportive: The changes in therapy give the client the support system and 
insight needed to fight or live with a health condition. 

Habilitative: The changes in therapy help the client gain or compensate for 
capabilities that should be developing but are not developing because 
of a health condition. 

Rehabilitative: The changes in therapy help the client regain or compensate for 
capabilities that were lost as the result of a health condition. 

Palliative: The changes in therapy improve the client’s quality of life while 
coping with or succumbing to a health condition. 


Therapy-Related 


Once it is determined that the changes in the client are health-enhancing, the 
next question is whether the changes are related to the therapy process. This 
is often difficult to determine because therapy always takes place within the 
context of a client’s complete life experience at the time, which may include 
other forms of therapy as well as other important life events or changes. All 
human beings are in a constant state of change, and it is very difficult to 
distinguish between those changes that occur as a result of therapy and those 
that would have occurred without it. 
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The other problem, as pointed out earlier, is that changes the client 
makes may be manifested in different settings and situations. Some changes 
occur within the context of the music experience and concomitant 
relationships; others occur outside of the music therapy setting. Some 
changes manifest in both settings. 

Four criteria can be used to determine whether client changes can be 
attributed to therapy, either entirely or in part. It is rare to find cases where 
all of these criteria can be met at once. 

First, the changes required help of some kind. Essentially, this means 
that any changes that clients are able to make on their own, without help or 
as the result of normal maturation, growth, or healing, cannot be considered 
therapy-induced. 

Second, the help needed could only have been provided by a qualified 
therapist within the context of a therapist-client relationship. Thus, the client 
did not need just any kind of help or help that anyone could provide, but 
specifically needed a therapist. 

Third, the changes are consistent with the aims of the therapeutic 
process and with the model or method of therapy used. In this case, the 
changes are expected health-related outcomes of a process that involved 
music experiences and concomitant relationships. In short, there is sufficient 
reason to believe that such changes can be effected through music therapy. 

Fourth, the changes have been clearly manifested within the music 
therapy setting. Further evidence would consist of the changes also being 
observed outside the setting. 


Cautionary Note! 


All of the changes discussed in this chapter are potential changes. They are 
not guaranteed to occur whenever music therapy is used, and they do not 
materialize simply because they were espoused as goals. In fact, potential 
changes are not necessarily possible or even likely for all clients. The 
potentiality of music therapy to effect change depends upon not only the 
client, but also the therapist and the methods used. Every client has a limited 
capacity to change; every therapist has a limited capacity to help the client 
change; and every method of music therapy has a limited capacity to effect 
change. In short, notwithstanding the broad spectrum of changes listed as 
potential outcomes, music therapy cannot create changes in all, most, or even 
several of these areas with the same client as the result of one course of music 
therapy. 
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The implications of believing and claiming that too many potential 
changes can be actualized by music therapy are twofold. First, it is clinically 
unsound to work on too many goals at one time with one client. When 
efforts are made to make too many changes in too many areas of functioning, 
the efforts of both client and therapist are likely to be too diffuse to be 
effective. Second, it is unethical for therapists to exaggerate the potential 
gains of music therapy for the client. The AMTA Code of Ethics states: 


3.6 The MT will exert caution in predicting the results of 
services offered, although a reasonable statement of 
prognosis and/or progress may be made. The MT will make 
only those claims to clients concerning the efficacy of 
services that would be willingly submitted for professional 
scrutiny through peer review, publication in a professional 
journal, or documentation in the client’s record. 
(http://www.musictherapy.org/about/ethics/) 
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A DISCIPLINE OF PROFESSIONAL PRACTICE, 
THEORY, AND RESEARCH 


Situating the Definition 


When existing definitions of music therapy were analyzed (see chapter 3), we 
found that many definitions were concerned with clarifying its identity. 
Specifically, many definitions attempted to situate music therapy as a 
practice, a discipline, a profession, or a branch of a larger discipline or 
profession. The 1998 definition did not stipulate that it referred to any of 
these in particular, yet offered many differentiations between practice, 
theory, research, discipline, and profession. 

For this reason, participants in the deconstruction party (see 
Introduction) asked for greater clarity on what I believed the 1998 definition 
had actually defined. Their concern over where music therapy was situated 
in the definition and within the discipline was most likely prompted by 
Stige’s (2002) redefinitions of key terms in the field (e.g., music therapy, 
practice, discipline, and profession), all of which were quite different from 
those I presented with the 1998 definition. (See Note 2A for a detailed 
comparison of the two viewpoints.) 

To situate the definition more clearly and to clarify how the definition 
was situated within the discipline and profession, I added the following 
statement to the definition. 


As defined here, music therapy is the professional practice component of the 
discipline, which informs and is informed by theory and research. 
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Music therapy is first and foremost a discipline of practice. Practice is the 
main source, aim, and application of knowledge gained in theory and 
research. As a discipline, music therapy is an organized body of knowledge 
that includes theory, research, and practice, all of which inform and are 
informed by one another. As a practice, music therapy is defined and 
delimited to one focus—the process by which therapists use music 
experiences and relationships to help clients optimize their health. As a 
professional practice, music therapy is defined and delimited to services that 
an appropriately qualified therapist (as defined in chapter 7) provides to a 
client (as defined in chapter 9) within a formal or informal agreement that 
stipulates that the therapist will provide such services in exchange for 
remuneration. The discipline does not include “folk music therapy” (Stige, 
2002), the application of music with therapeutic intent by untrained 
individuals, recreational work done by music therapists outside of a client- 
therapist relationship, or the everyday uses of music for self-improvement. 
This in no way denigrates the value of these alternate ways of using music 
beneficially. Finally, music therapy is a discipline in its own right and is nota 
branch of any other discipline. 

As a profession, music therapy is practiced by an organized group of 
people who share, utilize, and advance this body of knowledge and practices 
through their work as clinicians, supervisors, theorists, researchers, 
administrators, and educators. Music therapy is a profession in its own right, 
and is not a part of any other profession. 

Now that music therapy has been situated in the definition as the 
practice component of a discipline that also includes research and theory, it is 
time to define the other two components. 


Defining Research 


Research is a systematic, self-monitored inquiry that leads to a discovery or 
new insight that, when documented and disseminated, contributes to or 
modifies existing knowledge or practice. It is systematic in that the researcher 
establishes a focus or question for the inquiry and formulates an organized 
and appropriate method of studying it. It is self-monitored (or reflexive) in 
that the researcher continually observes and manages all factors that affect 
the ethical and scholarly integrity of the inquiry. Research is an inquiry in 
that the researcher not only gathers and organizes information, but also 
reflects upon it to gain new insights. As such, research always goes beyond 
mere data collection to include both reflection and discovery. The reflection 
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may be accomplished through various forms of data analysis (e.g,, statistical, 
logical, aesthetic); the discovery may be in the form of new knowledge, 
explanations, understandings, perspectives, conceptions, meanings, 
innovations, or levels of awareness. Finally, to make a contribution to 
knowledge or practice, research findings must be documented and 
disseminated in some way; otherwise, it is merely personal knowledge that 
has not been communicated. Thus, research is, by nature, public and 
collective, rather than private and individual. This does not mean that all 
research must be published writings; rather, it means that the outcomes of 
research, whatever the format, must be documented in a way that is 
communicable to others. 

With these criteria, it is now possible to establish boundaries for what 
is considered research and what is not. The first set of boundaries needed is 
between research, practice, and theory; then boundaries are needed to 
distinguish research from writing and creative activity. 


Differentiating Research and Practice 


The first distinction that is essential to make is between research and 
evidence-based clinical practice. In evidence-based practice, the music 
therapist collects scientific data on how the client responds to different 
interventions before, during, and/or after these interventions are being 
implemented, and then uses these data as an integral part of that client’s 
treatment. Thus, we can say that evidence-based practice involves using 
scientifically collected data as a means of assessing the client's needs, guiding 
treatment, and evaluating client progress. Since the data are used specifically 
for the client’s benefit, this is considered practice, not research, even though 
the data on this client may be combined with other data and be part of a 
larger research study. Similarly, in another type of evidence-based practice, a 
music therapist examines published research on other clients and uses the 
research findings to design and implement a treatment plan for a specific 
client. Once again, this is a form of practice, not research. 

Research is different from practice in very significant ways. The most 
obvious difference is that practice involves “doing” something (e.g., working 
directly with clients), whereas research involves “studying” what is being 
done with clients. Unfortunately, this simple distinction gets easily muddled 
whenever one tries to study what one is doing while doing it, as in clinical 
research. Clinical research is different from evidence-based practice because 
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its primary aim is to study how to work with clients, rather than to modify 
work with a particular client according to findings of the study. 

But even when there are these kinds of overlaps in practice and 
research, very important distinctions need to be made. First and foremost, the 
goals are different. Research is aimed at increasing or modifying the 
knowledge base in music therapy; in contrast, clinical practice is aimed at 
helping specific clients address health matters. Of course, the more we know 
about music therapy, the better we can help clients, but this difference in goal 
and orientation has considerable significance in the immediate clinical 
situation. Consider the difference between determining the method of 
treatment according to what a client is presenting at the moment or what a 
client needs therapeutically vs. determining the method or responding to a 
client according to what the goals of the research study are or according to 
the protocol for clinical treatment established beforehand. Naturally, every 
clinical researcher tries to integrate these two purposes or keep them 
consistent with one another, but this is not always possible. 

Also consider how in research, knowledge is gathered for its own sake, 
whereas in clinical work, knowledge is gathered for the client’s sake. This 
point is especially helpful in differentiating research from clinical assessment 
and evaluation. All three are concerned with gathering information, but the 
former is concerned with how the data will add to our knowledge base as a 
field, and the latter are concerned with how the data can help a particular 
client or therapeutic process. Thus, the use of knowledge is quite different. In 
research, the purpose is to extend, generalize, transfer, or apply the findings 
to comparable clients and contexts, thus moving from specific data on 
specific clients to more general knowledge. In clinical work, the purpose is to 
utilize the data gathered primarily in reference to a specific client and 
context. 

Another important difference involves roles and _ beneficiaries. 
Research reverses the roles of helper and helped found in clinical practice. In 
research, the client is helping the researcher to accomplish the researcher's 
goals; in clinical work, the “therapist” is there to help the client achieve the 
client's goals. 

Related to the beneficiary issue, there is a difference in who consumes 
and uses the knowledge gained in research vs. practice. Typically, research 
findings are shared with one’s profession, which consists of colleagues and 
any interested parties. Thus, the first beneficiary of research knowledge is the 
professional world, which then uses it for the benefit of its clients; 
nevertheless, it is important to point out that in most cases, these consumers 
have no direct involvement (or investment) in the client who served as the 
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research subject or participant. In clinical practice, the data are 
communicated only to the clients or to co-therapists who are working 
directly with the clients. Thus, whereas research discoveries are nearly 
always made public, clinical information is always kept confidential. 

Because music therapy involves an art form, there is another boundary 
issue that must be considered. What is the difference between creative work 
and research? Research is not creative activity for its own sake, nor is it 
creative activity within clinical practice without systematic inquiry and 
discovery. Thus, for example, distinctions must be made in music therapy 
between writing songs for use in therapy without doing systematic inquiry 
(i.e., creative activity); using the songs in actual therapy sessions without 
collecting any data (i.e., clinical work [treatment]); documenting how certain 
clients responded to the songs (i.e, clinical work [assessment and 
evaluation]); collecting and synthesizing data on how clients respond to the 
songs {i.e., research [assessment and evaluation]); and collecting and 
synthesizing data on how to use the songs in therapy (i.e. research 
[treatment]). 


Defining Theory 


Before comparing research with theory, we have to define what a “theory” is. 
There are many definitions, depending on the field. A theory can be defined 
as a set of interrelated ideas, formulated or discerned by a theorist to: (1) 
identify, organize, and interpret knowledge on a particular domain; (2) 
explain or understand related facts, empirical data, and phenomena within 
the domain; and (3) offer a conceptual framework for decision-making i in 
future theory, research, and practice. 

Notice that a theory is not a single finding or construct; it is a set of 
ideas that are logically related to one another. Unlike a research study that 
yields discoveries about a very specific and limited phenomenon, a true 
theory has application for an entire phenomenal field. It is meant to provide 
a comprehensive framework for describing and organizing more than one 
phenomenon within a domain, showing how they are interrelated. In 
practical terms, a theory links together related research findings, relates a set 
of similar clinical ideas or strategies, or synthesizes facts derived from both 
research and clinical practice. Thus, theory goes beyond research and practice 
to provide a fuller and more articulate foundation for either or both 
endeavors. 
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Besides linking and relating facts to one another, theoretical principles 
or constructs are supposed to explain or provide a better understanding of 
the facts. A theory must go beyond description and organization of 
information to yield new insights. These new explanations, understandings, 
or insights may increase knowledge, call into question what is already 
known or assumed, or modify existing ways of thinking. In this way, a 
theory is very much like a research study. 

Another important aspect of a theory is that it is created by an 
individual. The principles and constructs of a theory are in actuality one 
person’s logical “construction” (or some would say “reconstruction”) of 
empirical and/or clinical “realities”; they are personal but nevertheless 
rational “interpretations” of facts discovered through research and practice. 
Because of this, many believe that it is moot to ask whether any theory is true 
or false—it can only be useful or not useful, heuristic or not heuristic, 
depending upon whether its constructs are able to efficiently and 
economically account for the empirical or clinical information and thereby 
provide guidance in solving related problems or making decisions. 

A theory always refers to a specific area of interest. In music therapy, 
we have three domains, each containing many different areas of interest for 
theorists. Theories within the disciplinary domain deal with research and 
practice on the many facets of client assessment, treatment, and evaluation, or 
how a therapist uses music to help clients achieve health. Theories within the 
professional domain deal with research and practice on music therapists, 
education and training, employment practices, etc. In addition, there are 
many foundational domains, including theories of music, theories of therapy, 
or other clinical theories. 


Differentiating Research and Theory 


In the previous discussion on what a theory is, certain differences between 
theory and research were already cited. Theory has a much broader scope 
than research. Whereas a theory can deal with a larger realm having many 
topics and subtopics, research has to have limits placed on its purpose and 
focus. A theory can also combine and include many research studies and 
models of practice. Thus, we can say that the purpose of theory is to enlarge 
our perspectives on what we know, while the purpose of research is to 
establish what we know by describing and explaining what occurred or what 
was observed. Theory, then, is a way of thinking or conceptualizing about 
something; it attempts to put existing research and practice into a broader 
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perspective that will expand their meaning and significance. Another way of 
saying this is to state that theory and research relate to “facts” differently. A 
theory tells us how to make sense out of the facts; research tells us what the 
facts are. And this brings us to a very important issue. 

The relationship between theory and research is very much influenced 
by one’s orientation toward facts: the quantitative (positivistic) paradigm, or 
the qualitative (nonpositivistic) paradigm. The most important one is that 
these two camps have a difference of opinion on what a “fact” is. 
Quantitative researchers believe that facts are objective truths that are 
discovered through systematic inquiry by “disinterested” scientists; 
qualitative researchers believe that “facts” are merely “constructions” of the 
researcher or “co-constructions” of researcher and participants based on 
focused interactions. Needless to say, since “facts” are what a theory seeks to 
explain or explicate, a “theory” is also conceived differently. Quantitative 
researchers believe that research and theory continually add to an existing 
repository of knowledge or truths; qualitative researchers believe that 
research and theory increase our understanding of existing “constructions” 
and therefore lead to “reconstructions” that are more relevant and build 
more consensus among interested parties (Guba & Lincoln, 1994). 

What these differences suggest is that there is a clearer boundary 
between theory and research within the quantitative paradigm than within 
the qualitative paradigm. For qualitative researchers, as long as there is data, 
a focus, and systematic inquiry, doing research is theorizing (i.e, 
constructing and reconstructing), and theorizing is part of doing research. 
Because of this close connection, other boundary issues arise. 

Theory and research are often confused with writing about one’s 
clinical work or ideas. Three exclusions may help to clarify the differences 
between these endeavors. First, theory and research do not include 
expository writings that present discoveries or insights based on the writer’s 
general experiences but are not based on a specific body of empirical or 
clinical data. This includes opinion statements, self-descriptions, and 
speculations that do not refer to existing research or practice. Thus, to be 
research, there must be systematic inquiry and discovery or, in more concrete 
terms, data collection, analysis, and interpretation. Research is not an act of 
wisdom or introspection. Its purpose is not to present what is already 
known, but to discover what is not known. And to be theory, there must be a 
set of interrelated principles that organize and clarify what is known through 
research or practice. 

Second, theory and research do not include expository writings that 
present unfocused or unorganized clinical data without any attempt to arrive 
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at a discovery or insight that has any implications beyond the data. Included 
are clinical logs, records, or reports that do not present conclusions based on 
the data. 

Third, theory and research do not include inquiries or speculations that 
were not self-monitored. Included are writings which are presented as 
“research” but which give no indication that the investigator has taken 
sufficient steps to ensure the integrity of the data or findings and writings 
that present principles or constructs but that are not clearly linked to any 
empirical or clinical data. 


Summary 


Music therapy is a discipline consisting of professional practices, along with 
theory and research directly related to those practices. As a professional 
practice, music therapy is a service provided to a client by an appropriately 
qualified therapist as part of an agreement. The discipline does not include 
“folk music therapy” or the beneficial uses of music outside of a professional 
client-therapist relationship. 

Research is a systematic, self-monitored inquiry that leads to a 
discovery or new insight, which, when documented and disseminated, 
contributes to or modifies existing knowledge or practice. Research and 
practice overlap in evidence-based practices and in clinical research; 
however, there are many important distinctions that must be made between 
research and practice to protect the client's interests. 

A theory is a set of interrelated principles or constructs that have been 
created by a theorist to describe, organize, explain, and explicate empirical 
facts and phenomena within a particular domain and thereby provide a 
conceptual framework for decision-making. Research and theory have the 
same goal—to increase knowledge and understanding of music therapy; 
however, a theory goes beyond research in dealing with a much broader 
domain of knowledge and in offering a fuller and more articulate conception 
of it. There is a clearer distinction made between theory and research in the 
quantitative paradigm than in the qualitative paradigm. Theory and research 
do not include expository or clinical writings that do not have a data base or 
that lack systematic, self-monitored methods of inquiry 
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CRITERIA FOR AREAS 
AND LEVELS OF PRACTICE 


The tremendous diversity of music therapy has important implications—by 
its very nature, any definition has to ensure that the many variations of 
practice that rightfully belong within its borders are included, while also 
setting limits for identifying those variations that extend beyond its borders. 
One way to do this is to organize and classify the various practices according 
to similarities and differences, and in so doing, to establish criteria for 
comparing and delimiting them. Toward this end, the clinical literature in 
music therapy was surveyed and the various practices of music therapy were 
defined and differentiated. The present chapter is a result of that survey; its 
purpose is to present criteria for defining and differentiating areas and levels 
of practice. Subsequent chapters will give specific examples. 


Areas of Practice 


An area of practice is defined by what the primary clinical focus is, or what is 
in the foreground of concern for the client, therapist, and clinical agency. 
Four questions are relevant. First, what is the priority health concern of the 
client? When a client enters an agency, program, or therapy room, it is 
because of a particular health concern; when clients seek the services of a 
music therapist, it is always for a particular purpose; and when professionals 
refer clients to music therapy, it is usually to accomplish something specific. 
All of these motivations for seeking help shape what the clinical focus or 
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foreground of therapy is, and because of this, they usually shape the 
therapeutic contract, determine the types of services to be provided, and 
indicate the conditions under which therapy should terminate. 

Second, what is the priority health concern for the agency, program, or 
therapist serving the client? Most clinical agencies and programs focus on a 
particular client population or health concern and define their mission 
accordingly. Thus, when a music therapy program is a service provided by 
an agency, it already has a broad health focus. The foreground of music 
therapy in a nursing home is quite different from that in a school or 
psychiatric hospital. Similarly, therapists often establish a specialization area 
that attracts particular clientele. 

Third, what is the goal of the music therapist? Notwithstanding the 
clients reason for being in music therapy or the mission of the agency 
serving the client, every music therapist conceptualizes the goals of therapy 
differently, usually according to his theoretical orientation and methodology. 
Therapists who use improvisational methods within a psychodynamic 
orientation have a different clinical focus than those using receptive methods 
within a behavioral orientation. 

Fourth, what is the nature of the client-therapist relationship? The roles 
of client and therapist, their titles, and the nature of their relationship all 
reflect a clinical focus. In a school setting, client and therapist are likely to call 
one another student and teacher; in a hospital, the titles are likely to be 
patient and therapist. These titles imply certain roles and responsibilities, and 
with them, certain parameters for their relationship. A therapist in a hospital 
setting would address certain aspects of a client's life that a teacher would 
dare not address in a school setting. 

Based on these criteria, six main areas of music therapy have been 
identified: didactic, medical, healing, psychotherapeutic, recreational, and 
ecological. 

The didactic area of music therapy practice focuses on helping clients to 
gain knowledge, behaviors, and skills needed for functional independent 
living, social adaptation, and quality of life. 

The medical area of music therapy practice focuses on meeting the 
broad spectrum of therapeutic needs of clients with an acute or chronic 
medical condition, as they occur at any time during the course of their illness, 
treatment, or recovery. 

The healing area of music therapy practice focuses on restoring 
harmony and wholeness within the individual and between the individual 
and her world, using various combinations of vibration, sound, music, and 
relationships. 
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The psychotherapeutic area of music therapy practice focuses on helping 
clients to optimize their mental, emotional, and/or spiritual health. 

The recreational area of music therapy practice focuses on helping 
clients to find enjoyment and meaning in diversion, play, recreation, activity, 
or entertainment. 

The ecological area of music therapy practice focuses on helping clients 
to optimize health within and between themselves, the sociocultural context, 
and the physical environment. 


Levels of Practice 


Each area consists of clinical practices that vary according to level of therapy. 
A level describes the breadth, depth, and significance of the therapy process 
and the changes accomplished therein, which in turn reflect the level of 
training needed by the therapist. Table 20-1 presents the most important 
criteria used. Other writers who have defined similar levels include Maranto 
(1993), Wheeler (1981, 1983), and Wolberg (1967). The present author has also 
offered other versions (Bruscia, 1987b, 1989a, 1998a) and has related these 
levels of practice to the content of education and training at the 
undergraduate and graduate levels (Bruscia, 1989b). The American Music 
Therapy Association (AMTA) (2008) has also proposed two levels of practice, 
professional (entry level, bachelor’s degree, and credential) and advanced 
(further study or training beyond the bachelor’s); however, these levels 
delineate levels of therapist training and competence rather than levels of 
practice as defined here. 

Notice that every criterion is not totally relevant to every area of 
practice. That is, a criterion may be relevant in determining levels of practice 
in one area (e.g., didactic) but not another (e.g., medical). As will be seen in 
the chapters that follow, when determining levels of therapy, different 
criteria apply to different areas of practice. Thus, the area of practice shapes 
the levels within it. 

Going further, a music therapist can be working at one level of practice 
with a client or group and then shift to another. For example, the work may 
begin at the augmentative level; when indicated, switch to the intensive level; 
and if necessary, revert back to the augmentative level. 
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Table 20-1: Criteria for Determining Levels of Practice 


Relevance to Primary Health Needs: the extent to which the practice addresses 
the priority health needs of the client. 

Clinical Independence: the extent to which the practice takes full responsibility 
for addressing the priority health needs of the client. 

Breadth: the extent to which the practice addresses a variety of priority and 
secondary health needs, and leads to pervasive changes in the client. 

Context: the extent to which the practice is aimed an individual, collective, 
and/or contextual change. 

Depth: the extent to which the practice addresses causal, structural, latent, or 
unconscious factors as well as symptomatic or manifest issues, and 
leads to both interior and exterior change. 

Intensity: the length, frequency, and regularity of sessions required to achieve 
goals of the practice. 

Role Relationships. The extent to which the practice requires a professional 
client-therapist relationship and accompanying ethical considerations. 

Use of Music and Therapist: the extent to which the practice involves music 
experience, the therapist, and relationship. 

Challenge: the extent to which the practice requires engagement by the client, 
and challenges the client to make the needed changes. 

Training: the amount of specialized or advanced training needed by the 
therapist to implement the practice. 


It is important to also realize that one criterion affects another. That is, 
the relevance of music therapy to the client’s needs determines how much 
clinical independence it will have, which in tum affects the depth of interven- 
tions and the degree of client change. 

Given the overlaps and relationships between these levels, clear lines of 
demarcation cannot always be made between one level and another. There 
are blurry areas around each line of demarcation between levels, and these 
blurs often encourage differences of opinion on at what level a practice 
belongs. This leads ultimately to the question, why establish the levels at all, 
if they are so difficult to discern? Quite simply, ethical practice requires it. 
Levels of practice help us to ensure that the various approaches and methods 
of music therapy are practiced competently and safely. 
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Auxiliary Level 


The auxiliary level includes any practice that has musical or nonmusical 
goals that are not health-related but beneficial nonetheless. The practice does 
not qualify as therapy, either in goal, content, method, or relationship 
between provider and consumer. Either individuals receiving the service do 
not qualify as “clients,” or the service provider does not act in the capacity of 
a therapist, or the interventions are not part of a therapeutic process leading 
to change. Auxiliary practices are peripheral to music therapy in that they do 
not meet the criteria established for music therapy as a professional practice. 
They therefore are not considered within the boundaries of music therapy. 

Examples include teaching music to students with disabilities; using 
background music to enhance learning, work, home, or therapy 
environments; personal use of music to relax, reduce stress, dispel loneliness, 
examine or release feelings, etc.; personal use of music for own recreation; 
recreational music-making in a community; using music to accompany 
ceremonies, rituals, rallies; etc. 


Augmentative Level 


The augmentative level includes any practice in which music or music 
therapy is used to enhance the efforts of other treatment modalities and to 
make supportive contributions to the client’s health. The practice serves to 
augment the education, development, or therapy of individuals who meet 
the criteria for “client” given in a previous chapter. In this context, 
“augment” means to add something unique, either to the individual’s own 
efforts at therapeutic change or to services, programs, or treatment modalities 
that are also being provided to the individual. Of course, the unique addition 
is music. 

Music therapy at the augmentative level frequently accommodates the 
goals of other disciplines and plays a supportive yet important role. Usually, 
that role involves enhancing, elaborating, expanding, reinforcing, or 
preparing for what other therapists are striving to accomplish with the client. 

In terms of other classifications, this level corresponds to Wheeler's 
“activity” level (1983) and Wolberg’s “supportive level” (1977) with respect 
to psychotherapy. In synthesizing the two, Wheeler ascribes the following 
characteristics to this level: (1) the achievement of goals through activities 
rather than verbalized insight; (2) the suppression of feelings and impulses in 
favor of developing adaptive behaviors; (3) a focus on behaviors rather than 
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covert processes or causal links; (4) the utilization of client resources; (5) a 
positive relationship with the therapist, who takes a highly directive role in 
leading the session; and (6) a minimal need for the therapist to have insight 
into his own feelings. 

Examples include using music to address the client’s developmental 
issues and needs, using music instruction as a context for therapy, using 
musical activities to develop adaptive behaviors and skills, using music to 
facilitate medical procedures, using music to enhance effects of medication, 
using music to help clients identify resources needed to cope with a problem, 
using music to develop recreational skills and enhance leisure time, using 
music to promote intergenerational communication, and so forth. 

This level of practice is appropriate for those therapists at the entry 
level, that is, in the USA after completion of a bachelor’s degree and 
internship, passing a national examination, and earning the entry-level 
credential of MT-BC. 


Intensive Level 


The intensive level includes any practice in which music therapy takes a 
significant role in addressing the priority health needs of the client and 
makes significant changes in the client’s current situation. At this level, the 
music therapist works in tandem with other treatment modalities as an equal 
partmer or as the major therapist. As mentioned earlier, the essential 
differences between augmentative and intensive practices can best be 
described in Piagetian terms of accommodation (adapting existing structures to 
meet new demands) and assimilation (adapting new demands to fit into 
existing structures). When used as an augmentative modality, music therapy 
accommodates the goals of other treatment modalities and thereby assimilates 
the client’s needs into the framework of music. When used as an intensive or 
primary modality, music therapy assimilates the goals of other treatment 
modalities into itself in order to accommodate the client’s needs. 

In terms of Wheeler’s and Wolberg’s classifications, this corresponds to 
the “re-educative” level of therapy, in which the client undergoes intensive 
supportive treatment aimed at learning new ways of solving problems and 
thereby achieving a higher level of functioning, but not making changes 
which are reconstructive in nature. Maranto (1993) calls this level “specific.” 

Because this level is geared to address a broad spectrum of client 
needs, assessment and treatment procedures can be drawn from other areas 
of practice. Thus, it is at this level that overlaps are often found among 
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didactic, psychotherapeutic, healing, medical, recreational, and ecological 
practices. The reason for such overlaps is that there is more of a tendency to 
view the client’s needs holistically, while also giving the therapist greater 
responsibility for meeting them. 

Examples include using music therapy to improve family 
relationships, using music to help individuals change themselves and their 
community, using music as an integral part of play therapy, insight-oriented 
music psychotherapy, using music therapy to meet the biopsychosocial and 
spiritual needs of medical patients, and using music therapy to address 
developmental problems and needs. 

This level of practice is appropriate for therapists who have gone 
beyond the entry level and gained advanced competencies through 
education and training at the graduate level, as well as supervised clinical 
work at this level. 


Primary Level 


At the primary level, music therapy takes an indispensable or singular role in 
meeting the main therapeutic needs of the client and makes pervasive 
changes in the client’s health and the client's life. The client undergoes the 
most intense and comprehensive treatment aimed at altering basic structures 
within the client and between the client and the environment, thereby 
addressing core causes of the client’s health condition. In Wheeler’s and 
Wolberg’s classifications, this level is called “reconstructive,” while in 
Maranto’s, it is called “comprehensive.” 

Music therapy at this level nearly always involves the integration of 
one area of practice with another. As such, the areas of music therapy begin 
to merge so that the full resources of the discipline can be applied to meet the 
client’s needs. 

Thus, two criteria must be met for any practice to qualify as primary 
music therapy: (1) when the work in one area of practice has the depth 
needed to induce changes in the client that are fundamental, deep, and 
pervasive, and (2) when the work has sufficient breadth so that the goals and 
processes of the original area of practice have been extended to include 
another area of practice. Thus, primary therapy has both depth and breadth 
in both process and change. 

This practice is appropriate only for therapists with extensive training 
and clinical experience, at least at the master’s level of education. 
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DIDACTIC PRACTICES 


Didactic practices are those focused on helping clients to gain knowledge, 
behaviors, and skills needed for functional, independent living, social 
adaptation, and quality of life. In all of these practices, learning and 
development are in the foreground of the therapeutic process. This includes 
all applications of music therapy in classrooms and private studios, as well as 
in other settings (general or psychiatric hospitals, nursing homes) where the 
main goals of the program are essentially educational or developmental in 
nature. 

Practices in this area vary according to the area of learning emphasized 
(e.g., musical or nonmusical), the therapeutic value of the learning, the extent 
to which the goals and methods can be individualized to meet specific client 
problems and needs, and the nature of the client-therapist relationship. 

Clients most often in need of didactic music therapy include 
individuals with any type of developmental disability or problem (eg., 
intellectual, sensory, physical, multiple, emotional, interpersonal, social), 
individuals with learning problems that interfere with academic progress, 
institutionalized individuals who need adaptation skills, and musicians or 
music students with psychotherapeutic needs. 

For a comprehensive description of didactic practices, see Hintz’s 
Guidelines for Music Therapy Practice in Developmental Health (2013). 


Distinctions 


Given the many ways that learning enters into music therapy, the boundaries 
between education, developmental growth, and therapeutic change are 
easily and frequently blurred. Let us therefore take a closer look at what 
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distinguishes them from one another, so that the various levels of didactic 
practice can be better understood. 


Education and Therapy 


Education and therapy are similar in that they both help a person to acquire 
knowledge and skill. Nevertheless, all education is not therapy, and all 
therapy is not education. Several important distinctions can be made. 

First and foremost, the goals are different. In education, acquiring 
knowledge and skill is the primary goal, whereas in therapy it is only a 
means to achieving some facet of health. Thus, education focuses on the 
acquisition of knowledge and skill for its own sake and benefit, whereas 
therapy works to address educational deficits or learning problems that 
directly affect the health or well-being of a person. 

In education, the subject matter learned is general and is not unique to 
the individual; in therapy, the subject matter is always uniquely personal or 
autobiographical. That is, education gives a student knowledge about the 
world, whereas therapy provides a client with access or insight into her own 
way of being and living in the world. Education builds skills that all human 
beings need for adaptation, whereas therapy remediates specific problems 
that an individual experiences with regard to adaptation. 

Bloch (1982) points out that learning in therapy is unique in that it is 
both experiential and self-reflective. It is experiential in that the client 
experiences various facets of self (e.g., mind, body, behavior) in various ways 
(e.g., intellectually, perceptually, physically, emotionally). It is self-reflective 
in that: 


the patient undergoes some intense experience in the course 
of a session; he is encouraged to immerse himself 
thoroughly in it without inhibition or constraint, and, when 
the intensity of the experience has waned, the self-reflective 
loop comes into operation. The patient now attempts to 
stand back somewhat from what he has just gone through 
in order to try and make sense of the experience. (pp. 11-12) 


This holds true for all types of therapy and healing, including those with 
educational, medical, or psychotherapeutic objectives. The client must 
undergo the treatment process to achieve health and then reflect upon it to 
better understand how to maintain health more independently. 
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The student-teacher relationship is substantially different than a client- 
therapist relationship—in role responsibilities, level of intimacy, dynamics, 
and content. A student does not bring health or personal problems to a 
teacher unless they affect her learning in the prescribed subject matter; a 
client does not bring educational problems to a therapist unless they affect 
her health. A teacher does not probe into the precise nature of a student's 
health or personal problems, especially if they do not affect the student's 
performance in the subject matter; a therapist does so, regardless of their 
educational implications. A teacher causes a student to know a subject or to 
master a skill; a therapist helps a client to achieve health, sometimes by im- 
parting knowledge or skill. 

With regard to music education and music therapy, the distinctions are 
the same. In music education, music learning and appreciation are the 
ultimate goal; in music therapy, music is a means to an end, a medium in 
which therapy can take place, and an outcome of that process. In music 
education, the goals are aesthetic or musical first and functional second; in 
music therapy, the goals are health-related first, and aesthetic or musical 
qualities are essential to achieving those goals. In music education, emphasis 
is given to the universally shared world of music; in music therapy, emphasis 
is given to the person’s private world of music. In music education, the 
student-teacher relationship is limited to musical concerns; in music therapy, 
the client-therapist relationship addresses health concerns that can be 
addressed through music. 


Therapy and Growth 


Another distinction to be made is between therapy and self-improvement, 
self-actualization, or developmental growth. Two main considerations are 
relevant. First, in therapy, the primary motivation is to address a health 
concern; in self-improvement, self-actualization, or developmental growth, 
the main focus is not always on health. Thus, in the former, there is a health 
concern, and in the latter, there is not. 

Second, therapy always involves intervention within a client-therapist 
relationship. In self-improvement, self-actualization, and developmental 
growth, there may or may not be intervention by another person, and when 
there is, the person is not necessarily a therapist. 

Thus, any form of self-improvement or growth that does not involve 
intervention within the context of a client-therapist relationship and all of the 
role responsibilities therein is not considered a form of therapy. 
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The importance of these distinctions will be clearer as the various 
practices related to learning, education, and instruction are examined further. 
What follows is a description of the various didactic practices within each 
level of therapy. 


Auxiliary Didactic Practices 


In Special Music Education, the music teacher or therapist uses adaptive or 
compensatory techniques to facilitate or maximize the music learning of 
students with special needs in a regular school setting. Specific curricular 
goals include the learning of general musical concepts and skills and . 
successful participation in musical ensembles. Examples are included in 
books by Adamek & Darrow (2010) and Hammel & Hourigan (2011). Also 
subsumed under this practice is the use of adaptive or compensatory 
techniques to facilitate or maximize the private music studies (singing or 
instrumental lessons) for students with disabilities. Examples include Cassity 
(1977), Darrow & Cohen (1991), and Oden (2013). 

In Developmental Music, age-appropriate music experiences are used to 
stimulate the general developmental growth of infants and preschoolers who 
have no developmental disabilities or handicaps. Here the emphasis is on 
normal developmental processes in both musical and nonmusical areas. As 
such, the goals might be to support the development of sensorimotor, 
perceptual, or cognitive skills or to enhance parent-child relationships or 
emotional growth. Also included in this category is the use of music in 
regular preschool or day care programs. See Schwartz (2008) for approaches 
to Developmental Music and Developmental Music Therapy. 

In Therapeutic Music Instruction, the private music teacher or therapist 
works with nonhandicapped students who experience personal obstacles or 
problems with regard to musical self-expression or the music learning 
process itself. Here the goal is primarily music learning, and the elimination 
of personal difficulties is a means to that end. Examples include Gregoire et 
al. (1989), Nichols-Rother (1995), and Ostwald (1968). 

In Didactic Music, music experiences are used functionally in an 
instructional or learning setting to aid or enhance nonmusical learning. 
Examples include the use of background music to accelerate learning 
(Campbell, 2001; Halpern, 1985; Miller & Schyb, 1989; Ostrander & 
Schroeder, 1979), using music to enhance medical education and training and 
to facilitate public health education (Dileo, 2013), and demonstrations of 
music therapy for training purposes (Bruscia, 2013). 
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Augmentative Didactic Practices 


In Music Therapy in Special Education, the therapist uses music to help special 
students to gain nonmusical knowledge and skills that are essential to or part 
of their education, development, or adaptation. Here music learning is the 
medium or conduit for achieving the academic or adaptive goals of special 
education, or music becomes important precisely because it relates in some 
way to these goals. 

In Instructional Music Therapy, a music therapist, working within the 
context of a private lesson, uses music learning experiences to address the 
therapeutic needs of the client. Here music learning is secondary to the 
accomplishment of therapeutic aims yet lays the foundation for it. 
Instructional Music Therapy is often done in private practice or community 
music school settings. 

In Behavioral Music Therapy, the therapist uses music to increase or 
modify adaptive (or appropriate) behaviors and to extinguish maladaptive 
(or inappropriate) behaviors. The clients may be treated in a classroom, 
therapy group, or individual setting. 

In Music Activity Therapy, the therapist uses musical activities or tasks 
to help the client develop knowledge, skills, or behaviors needed for 
adaptation. The musical activities are designed or selected so that 
participation in them requires the client to learn or practice the targeted 
competence. The primary focus is to improve adaptive behavior through the 
acquisition of knowledge and skills in the sensorimotor, perceptual, 
cognitive, emotional, or social domains. 


Intensive Didactic Practices 


In Developmental Music Psychotherapy, the focus is on helping the client to 
overcome developmental obstacles and problems in more than one area (¢.g,, 
sensorimotor, cognitive, affective, interpersonal). As such, the goals extend 
beyond education and adaptation to include facets of the client’s emotional, 
interpersonal, and spiritual development. Biographical material, family 
background, private emotions, and personality development are all of 
interest. This practice is considered to be at the re-educative level of 
psychotherapy and usually requires in-depth methods and techniques. The 
practice may also be concerned with problems in emotional, interpersonal, or 
spiritual development arising from physical or medical conditions. 
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Instructional Music Psychotherapy is the use of private music lessons as a 
context for individual psychotherapy. Here the approach is more didactic 
than developmental, in that the client’s personal and interpersonal problems 
are viewed from a psychotherapeutic rather than developmental perspective, 
and in that music learning provides the context for the therapeutic process. 


Primary Didactic Practices 


Didactic practices become a primary level of therapy under two conditions: 
when the work leads to significant and pervasive changes in the area of 
learning being addressed and when the goals and processes extend beyond 
educational and instructional concerns to include those of other areas of 
practice (e.g., medical, psychotherapeutic, ecological). In short, primary 
therapy involves a process of therapy and change characterized by both 
depth and breadth. It is always reconstructive in nature, and it always 
involves an integrative approach. 


ZZ 


MEDICAL PRACTICES 


The medical area of practice focuses on meeting the myriad therapeutic 
needs of a person that may arise from, during, or as the result of an acute or 
chronic medical condition and its treatment. This includes all applications of 
music and music therapy that provide direct treatment of the medical 
condition and its symptoms; various kinds of support that may be needed 
during medical tests, surgery, or procedures; and therapeutic processes that 
address the emotional, interpersonal, social, spiritual, and ecological needs of 
the client and family. Often these three goal areas are pursued in tandem. 
Levels of practice within the medical area vary according to: 


e the differential roles of music and _ the client-therapist 
relationship; 

e whether the goals of music therapy are of primary or secondary 
medical significance; 

e whether the medical treatment is short- or long-term; 

e what the clinical setting is (e.g., hospital, clinic, rehabilitation 
center, hospice, home). 


Other criteria and levels of medical practice have been identified by Maranto 
(1992a), also known as Dileo (1991, 1997, 1999). 


Auxiliary Medical Practices 


In Therapeutic Music, a person uses music to maintain her own health, to 
prevent illness or disease, and/or to build up her resistance against health 
threats of various kinds. The person may do this independently, with 
consultation from various sources (e.g., experts, books, lectures, workshops), 
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or within an established program that uses music for purposes of health 
maintenance or prevention of specific medical problems. 

Examples include the personal use of music to relax the body, reduce 
stress, manage pain, support physical or therapeutic exercises, monitor 
autonomic body functions, enhance physical performance, and so forth. 

In Functional Music Medicine, medical personnel (not music therapists) 
use background music in various medical settings (e.g., waiting rooms, 
treatment rooms, private rooms, surgical suites) to enhance the atmosphere 
and to reduce the patient's stress, anxiety, or discomfort (Dileo, 1999). It may 
also include the various uses of programmed music listening in different 
areas of a hospital (e.g., intensive care units, patient rooms) and musical 
entertainment provided to patients during their stay in a hospital or 
rehabilitation center. 


Augmentative Medical Practices 


In Music Therapy in Medicine, a music therapist uses music experiences within 
a supportive client-therapist relationship to provide patients with immediate 
relief from symptoms of an illness or reactions to a medical procedure. This 
may be accomplished through direct intervention and/or through adjustment 
of the psychological or physical environment. The practice may take place 
before, during, or after surgery or other medical procedure and during brief 
stays in intensive or hospice care. Music plays a predominant role, but its 
effective application depends upon the expertise of a music therapist and the 
safety of a client-therapist relationship. This practice is most often a brief 
form of therapy, involving one or more sessions over a short period of time. 
Examples include the use of music to: 


e reduce anxiety, stress, and discomfort during and immediately 
after a procedure and during a brief stay; 

e facilitate anesthesia and the regaining of consciousness; 

e provide diversion and distraction during a procedure or brief 
stay; 

e enhance the effects of pain medication; 

e facilitate sleep, sedation, and arousal; 

e facilitate relaxation during labor and delivery; 

e assist in the monitoring and control of physiological responses 
during a procedure or brief stay; 
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e increase food intake and weight gain in the neonatal intensive 
care unit; 


e enhance the quality of life during the final stages before death. 


Intensive Medical Practices 


In Medical Music Therapy, music experiences and the relationships formed 
through them are used to address significant needs of the medical patient 
over an extended period of time, that is, beyond a single short-term 
procedure or hospital stay. This may involve working with the patient ina 
variety of settings (hospital, clinic, home, hospice, private practice), with the 
length of treatment varying according to the nature of the medical condition 
and the client's needs in relation to it. Examples include providing music 
therapy throughout pregnancy and childbirth, during an extended hospital 
stay, during convalescence or ongoing outpatient services, for any extended 
period during an illness when the patient is not hospitalized, as an integral 
part of burn care, and so forth. 

The goals of medical music therapy may include addressing 
biomedical needs of the patient, as well as working through emotional, 
interpersonal, social, spiritual, and ecological issues that arise for the patient 
and family during the illness and its treatment. Standley (1986) cites the 
following uses of music therapy that belong to this practice: to reduce 
distress, trauma, and fear of illness and injury, for both patients and their 
families or loved ones; to work through feelings about death, disability, 
scarring, etc.; to resolve interpersonal conflicts between the patient and loved 
ones; to facilitate decision-making regarding treatment options; to reduce 
depression, anxiety, stress, or insomnia due to illness, treatment, or recovery; 
to facilitate support groups among patients; and to foster positive health 
attitudes. 

Loewy (2013) has used the term Medical Music Psychotherapy to describe 
an integrative approach that seeks to address the patient’s needs in a holistic 
way. She explains: 


In medical music psychotherapy, we seek to integrate 
physical aspects of functioning with behavioral, cognitive, 
social, and spiritual orientations as presented in a music 
therapy context. Medical music psychotherapy in a medical 
setting involves treating the whole person—body, mind, 
and spirit. (p. 404) 
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Rehabilitative Music Therapy is the use of music experiences and the 
relationships that develop through them as a means of helping clients who 
have been debilitated by illness, injury, or trauma to regain previous levels of 
functioning or adjustment to the extent possible. 

In Palliative Music Therapy, the therapist and client work together, using 
music experiences and concomitant relationships to help clients and their 
families to examine and work through the issues that arise during the final 
stages of the dying process and as a means for helping the client to gain a 
sense of closure and meaning. 


Primary Medical Practices 


Medical practices become a primary level of therapy under two conditions: 
when the work leads to significant and pervasive changes in the specific 
health condition being addressed and when the goals and processes extend 
beyond the focal concern of medicine to include those of other areas of 
practice (e.g., psychotherapeutic). In short, primary therapy involves a 
process of intervention and change characterized by both depth and breadth. 
It is always reconstructive in nature, and it always involves a holistic 
approach. 


Zo 


HEALING PRACTICES 


A General Conception 


Healing has as many definitions as therapy, emanating from a broad range of 
disciplines and professions. After surveying the most established ones, 
McElligot (2010) offered the following “theoretical” definition: 


Healing is a positive, subjective, unpredictable process 
involving transformation to a new sense of wholeness, 
spiritual transcendence, and reinterpretation of life (p. 257). 


Recognizing that such a central concept of health needs to have specifications 
for measurements, McElligot also offers an “operational” definition: 


Healing is the personal experience of transcending suffering 
and transforming to a wholeness resulting in serenity, 
interconnectedness, and a new sense of meaning (p. 258). 


In the present perspective on music therapy, the wholeness and 
interconnectedness that comes with healing includes all harmonious 
relationships that can occur among and between body, mind, spirit, 
community, society, culture, and environment. A basic assumption is that 
when any one of these relationships comes into greater harmony, other 
relationships follow and align with one another, as all layers of the 
individual and ecology are integrally related to one another energetically and 
systemically. This assumption is based on the view that all aspects of the 
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universe are related both hierarchically and heterarchically. That is, parts are 
related to parts, which are combined and subsumed into larger and more 
integral parts (smaller wholes), which are combined and subsumed into 
larger and more integral parts (greater wholes)—ad infinitum. 

The transformational process of healing, then, can be seen as a 
reorganization and reconfiguration of part-whole relationships within and 
between the person and the universe. We literally reframe, redefine, and 
tealign the parts into newer and greater wholes. By doing so, the problems 
and suffering we experience are re-interpreted in a way that they can be 
transcended, regardless of whether they persist or fail to be “cured.” For 
example, healing takes place when a problem in the body that causes 
suffering in both body and psyche is reframed and realigned to be a 
meaningful part of spirit and thereby is transcended. The problem and 
suffering become more meaningful and less uncomfortable as they become 
parts of a larger, more transcendental whole. 


Healing vs. Therapy 


Healing differs from therapy in at least two significant ways. First, therapy 
most often focuses on eliminating, minimizing, or adapting to a particular 
problem or source of suffering, or what in medicine is called “curing.” In 
contrast, healing focuses on the transcendence of the problem and/or related 
suffering, regardless of any cure. Second, in therapy, resources from within 
the setting are utilized to their fullest potentials to intervene in some way, 
whereas in healing, resources beyond the setting are called upon to assist and 
support the person in becoming whole and more harmoniously connected to 
the universe. Thus, in therapy the resources (including music) are human 
and dependent upon the unique potentialities of a specific client, therapist, 
and context, whereas in healing, in addition to being personal, the resources 
are natural, collective, universal, beyond humans, and thus independent of 
individual differences in resources or potentials. This is one reason why 
healing practices usually have a transpersonal or spiritual foundation. 
Because the human organism is built to take care of itself, healing often 
occurs naturally. Certain physical injuries, medical conditions, and somatic 
symptoms can sometimes run their course despite or independent of 
therapeutic interventions, and the body can frequently heal on its own as the 
result of an inherent capacity of the organism to restore itself. Similarly, 
certain mental, emotional, or spiritual problems can also run their course, 
and, in time, the psyche and spirit can frequently heal on their own. Thus, in 
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some instances, healing takes place naturally, without much intervention, 
whereas in others, healing requires committed efforts. Intentionality is an 
important consideration in different types of healing. See Zahourek (2012) for 
a discussion of the various types and levels of intentionality necessary for 
healing to take place. 

If healing is a “natural” process to varying extents, the question arises 
as to whether a person can heal herself independently, without the help of a 
healer. In contrast, therapy by definition is a process wherein the client 
receives help from the therapist. Enigmatically, even though both therapy 
and healing rely upon the client making self-transformations independently, 
help may be needed in both processes. In actuality, a client may need just as 
much assistance from the healer as a client does from a therapist. Thus, 
therapy and healing are similar in that a client can change herself with and/or 
without the help of a therapist and within or outside of a treatment setting. 
The difference between therapy and healing is not linked to whether the 
agent of change is the client or therapist, healer or healed—both parties take 
various levels of responsibilities in either area of practice. 


The Use of Vibration, Sound, and Music 


The history of using vibration, sound, and/or music in healing goes back to 
ancient times (Crowe, 2004), and has continued into the present across most 
cultures of the world. According to McClellan (1988), the philosophical 
rationale for these healing practices has been that all of creation is organized 
and governed by sound or vibrational forms and that, like music, everything 
in the universe is continually in a state of motion or flux and continually in 
the process of becoming its own form. Similar “energetic” explanations are 
provided by Berendt (1983), Clynes (1985), and Khan (1983, 1991). Gouk 
(2000) explains it slightly differently: 


There is, it seems, an inescapable relationship between the 
way we configure our inner and outer worlds, not only as 
individuals but as larger communities and even nations. 
“Music” (and all the activities this term may encompass) is 
itself a powerful expression of that configuration, as well as 
a means of altering it. (p. 23) 


Notice that Gouk introduces a somewhat different notion about healing. For 
her, the relationships are configured rather than necessarily determined by 
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nature. This is important because it underlines the role of humans in 
discovering or creating relationships that are central to healing, regardless of 
whether these relationships are natural, universal, or predetermined. In this 
way, Gouk is also emphasizing the cultural dimensions of music healing. 


Yet although music’s cathartic and transformative powers 
may be universal, the ways such powers are harnessed and 
directed appear to be culturally specific. Indeed, the forms 
musical healing may take within a given community are 
determined by how its members conceive of health and 
illness, as well as their relationship to the material and 
spiritual realms. (p. 23) 


Gouk’s concept of healing also goes beyond using only energetic 
relationships in the universe; healing involves more than a purely physical, 
vibrational process of realignment. This is particularly important when 
sound and music are brought into the healing process. Because sound and 
music are more than energy and vibrations, when used in healing, they can 
contribute in a host of other ways. 

For example, Boyce-Tillman (2000) proposes that both music and 
healing involve finding balances between universal polarities. They do this 
by identifying and suggesting potential “points of synthesis” between the 
following polarities (p. 26): 


e Community vs. individualism 
e Containment vs. freedom 

e Expression vs. confidentiality 

e Unity vs. diversity 

e Challenge vs. nurture 

e Excitement vs. relaxation 

e Embodiment vs. transcendence 


This might explain why, in the music therapy literature, healing is described 
as the outcome of various phenomena other than energy, such as spiritual 
growth (Crowe, 2004), peak experiences (Kasayka, 2002), transpersonal 
experiences (Abrams, 2002), and aesthetic experiences (Bruscia, 1998a). 
Healing has also been described as musical encounters of the implicate order 
and meaning of the universe (Bruscia, 2000). He explains: 
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These experiences are moments when our entire being 
encounters the harmony of the universe, or the continuity of 
life and death, or the coherence of another human being, or 
the miracle of how it all somehow fits together or comes 
into balance. (p. 85) 


Given these diverse views of how the various elements of music can induce 
healing, it is not surprising to find that existing healing practices vary widely 
according to whether the primary agent is vibration, sound, music, or 
combinations thereof and according to which properties of these stimuli are 
emphasized. 

Two important questions immediately arise: What is and what is not 
music? And which of these practices are and are not part of music therapy? A 
distinction has been made here between the following healing practices: 

Vibrational sound healing: the use of sound vibrations without music as 
the primary agent in a healing process that involves the healer and/or the 
healer-healee relationship only as a supportive presence. The primary focus 
is on balancing or aligning body energy, which in turn harmonizes with 
other energy fields. 

Musical sound healing: the use of sound vibrations with music as the 
primary agents in a healing process that involves the healer and/or the 
healer-healee relationship only as a supportive presence. The primary focus 
is on balancing or aligning body energy, which in turn harmonizes with 
other energy fields. 

Music healing: the use of all facets of music as the primary agent in a 
healing process that involves the healer and/or the healer-healee relationship 
only as a supportive presence. The focus may be on body, mind, spirit, or 
ecology, as accessed through vibrational energy or transcendent music 
experiences (e.g., aesthetical, spiritual, meaningful). 

Music therapy in healing: the use of all facets of music and all facets of 
the client-therapist relationship in the healing process. The focus may be on 
body, mind, spirit, or ecology, as accessed through vibrational energy or 
transcendent music experiences (e.g., aesthetical, spiritua], meaningful). 

The first two sound healing practices are regarded as auxiliary in 
nature and therefore fall outside the boundaries of professional music 
therapy. Music healing is at the augmentative level, and music therapy in 
healing is at the intensive level. 

Three variables were used to determine these levels: (1) the extent to 
which music rather than only vibration or sound is used as the healing agent, 
(2) the extent to which the relationship between healer and healee is used as 
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the change agent in comparison to the music, and (3) whether the practice 
has a limited health focus (e.g., on the body only or on the psyche only) or a 
synergistic focus between various areas of health. Distinctions between music 
as or in healing can also be discerned here, depending upon the extent to 
which the healing experience depends upon the music, the healer, and the 
relationship between healer and healee. 


Caveat 


Healing practices have been included in this book because they are integrally 
related to the processes and benefits of music therapy; however, there has 
always been a tension between those “healers” trained and untrained in 
music therapy. There is considerable disagreement over the ethics, strategies, 
and efficacy of certain healing practices, and especially some that have been 
successfully marketed over the past three decades. 

Summer (1996) believes that many healing practices involving sound 
and music have evolved into what she calls the “New Age Elixir” and that 
some of these practices are based on poor science. 


These practitioners, best described as New Age music 
healers, have created amongst themselves a philosophy 
which lacks clarity and logic. It has grown out of myths and 
legends, converted into “facts” in a parody of how science 
progresses. The foundations and axioms of New Age music 
healing are based upon wishes and fantasies which the 
practitioners in the field have agreed, perhaps unwittingly, 
to believe are facts. This agreement is protected by the 
apparent good intention of the music healers. (p. 7) 


Summer then carefully scrutinizes the philosophical and _ scientific 
foundations of various practices and identifies basic errors that have been 
made by these healers. It is important to point out, therefore, that the 
practices presented here are not necessarily sanctioned or recommended by 
the author. Offering such evaluations is considerably beyond the scope of 
this book, and readers are referred to Summer for a comprehensive 
discussion of the most important evaluative criteria. 
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Vibrational Sound Healing 


Some of the main vibrational sound techniques for healing that have been 
used over the last decades include Radionics, Cymatics, and Ultrasonics (see 
McClellan, 1988); Tomatis Method of Ear Training (Tomatis, 1996); and 
Tuning Fork Resonance (Beaulieu, 1987). A comprehensive review can also 
be found in Maman and Unsoeld (2009). 

These practices are not considered part of music therapy for several 
reasons: They require a trained specialist who is most often a physician, 
medical sound technician, or healer with expertise in vibrations rather than 
music or music therapy; in these practices, the client relates directly to the 
vibrations and sounds rather than to the healer; and, last, the vibrational 
sound experiences that serve as healing agents are not selected or organized 
according to musical considerations. Of course, whenever any of these 
practices incorporates music into the treatment, the practice becomes sound 
healing at the auxiliary level, as described below. 


Auxiliary Healing Practices 
Musical Sound Healing 


Whereas using sound alone without music is considered vibrational sound 
healing, musical sound healing is the use of vibrational frequencies or sounds 
combined with music to induce healing. 

Some of the main techniques for musical sound healing that have been 
used over the last decades are listed below. A comprehensive and up-to-date 
review may be found in Maman and Unsoeld (2009). 

Breath and Voice Work includes the use of breathing and vocal exercises 
to free the individual’s natural voice and in the process to remove tensions, 
energy blocks, and constrictions in mind, body, and spirit. 

Drum Trances: One person beats a drum, using a very steady beat or 
repetitive rhythm, while another uses the sound to enter an altered state of 
consciousness and journey through the imagination, either with a specific 
imagery focus, or freely (see Drury, 1985). 

Healing Gongs: the use of special gongs to produce, tones, overtones, 
and harmonics to activate and resonate with the individual to meditate, enter 
altered states, and image (see Moreno, 1989). 

Mantra Meditations: Garfield (1987) defines mantra “as poetic hymn, 
prayer, incantation, and as the uttering of sacred sounds” (p. 80); it has also 


Healing Practices 227 


been called a “sound thought that is used in contemplation and meditation” 
(Beaulieu, 1987, p. 103). When a mantra is chanted, it becomes a vocal means 
of focusing all of one’s attentional energy, and, when sustained over an 
extended period, it can be used to meditate, to enter an altered state of 
consciousness, to contemplate something, or to change one’s mind-set or 
mental attitude. 

Toning is an approach to healing wherein the client and/or therapist 
consciously elongate a sound using the breath and voice” (Campbell, 1989, p. 
62). McClellan (1988) describes toning as the sustained vocalization of pitch. 
Gardner-Gordon (1993) is even more specific in defining it as a healing 
technique that utilizes “the vibratory power of the voice by making long, 
sustained sounds, without the use of melody, beat, or rhythm ... using a 
vowel, a consonant, or a combination of both, without the use of words or 
specific meaning” (p. 61). This includes vocal sounds of release and comfort 
such as sighing, groaning, moaning, and humming (Goldman, 1992). It may 
also involve the conscious production of overtones in the harmonic series 
(Campbell, 1989), which Goldman (1992) has termed “overtoning.” The 
purpose of toning (and overtoning) may be to alter cellular structures in the 
body (Garfield, 1987), activate energy centers or chakras (Gardner-Gordon, 
1993), relieve pain (Gardner-Gordon, 1993), induce emotional release 
(Gardner-Gordon, 1993), release the healing power already within the body 
(Keyes, 1973), and/or restore harmonic balance and wholeness (Garfield, 
1987). The client and/or practitioner may do the toning, nearly always with 
specific intent or an image of some kind (Keyes, 1973). Toning may also be 
combined with active body work (Beaulieu, 1987). 

Vibroacoustic Therapy is a method developed by Olav Skille (1983, 
1989) that involves sending sinusoidal, low frequency, sound pressure waves 
blended with music into the client’s body, using loudspeakers that have been 
built into a bed or chair (Skille & Wigram, (1995). The method has also been 
called a “music bath” and a “low frequency sound massage” (Wigram & 
Dileo, 1997). Similar methods and devices include The Music Vibration Table 
(Chesky & Michel, 1991) and the Somatron. 

Vocal Harmonics: a technique described by Goldman (1992) that 
involves two or more persons toning and overtoning until harmony occurs 
between the various layers of sound. 

Voice Energetics: a method developed by Beaulieu (1987) that studies 
“the speaking voice and its relationship to a person’s life energy. It involves 
improving auditory abilities as well as voice training and development 
through use of a five-element voice evaluation and creating vocal 
intervention strategies for healing” (p. 59). The speed, volume, and pitch of 
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the person’s speech are related to the five basic timbres of the elements (ether, 
air, fire, water, and earth). 

When practiced as defined, these examples of sound healing are 
classified at the auxiliary level and therefore fall outside of the boundaries of 
music therapy; however, when practiced with greater reliance on aspects of a 
music experience other than vibrational energy, any of them may become 
augmentative and thereby move within the boundaries of music therapy. 
Greater reliance on the healer or healer-healee relationship would have the 
same effect. 


Augmentative Healing Practices 
Music Healing 


Music Healing is the use of any or all facets of music experience (i.e., energetic, 
universal, aesthetic, spiritual, transpersonal) to heal mind, body, and spirit. If 
a healer or therapist is involved in this practice, the main focus is on 
deepening and enhancing the music experience and its healing properties. 

The client may participate in active or receptive music experiences. 
Active experiences may include singing, playing instruments, improvising, 
or composing music as well as all those sound-making activities listed under 
Sound Healing (e.g., breathing, vocalizing, toning, chanting) when combined 
with music. Receptive techniques may include listening, entraining, 
resonating, imaging, or relaxing to music that has been selected or designed 
according to its energetic qualities. 

What differentiates music from sound healing is that in music healing, 
the aesthetic, spiritual, or meaningful properties of the music are as 
important as its vibrational energies; thus, the healing results from both the 
experience of the music in and for itself and the experience of the universal 
energy forms within the music. In other words, in music healing, the music 
experience is much more complete, and it is much more at the center of the 
practice than in sound healing. 

Music healing is not classified as an intensive level of practice because, 
as in sound healing, the music experience itself takes precedence over the 
client-healer relationship and because the healing does not necessarily 
involve or depend upon a process of “therapy” wherein client and therapist 
forge a relationship through which the client's problems are addressed. Thus, 
music healing may take place outside of a therapy setting and client-therapist 
relationship and still be effective. On the other hand, music healing can and 
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often does take place within a therapy setting and client-therapist 
relationship. Naturally, when this happens, the setting and the relationship 
have to be conducive to the music healing; nevertheless, these components 
are not primary agents or determinants of the music healing process or its 
ultimate effectiveness. 

Music healing, then, may be considered a healing practice in itself, or it 
may be an event or phenomenon that takes place spontaneously, either 
within a powerful music experience in everyday life or within the context of 
music therapy.Below is a list of musical sound healing techniques. 

Music and Imagery: Experiences that occur in short-term music therapy 
or quasi-therapeutic settings (e.g., workshops, retreats). 

Somatic Music Listening: the client listens to music (rather than sound) 
to activate, resonate or harmonize vibrational structures in the body. The 
music may be recorded or created live by the therapist. 

Voice Healing: the client sings or improvises songs, and in the process of 
experiencing the various facets of the voice and music, resonates the body in 
relation to psyche and spirit. 

Instrument Healing: the client plays or improvises instrumental music, 
and in the process resonates the body in relation to psyche and spirit. 

Music Rituals: the use of music in the healing rituals of any community 
(social, religious, cultural). The music is used to access, enhance and facilitate 
the healing potentials that lie within the group of people or the ritual itself. 
The ritual may be an already established tradition within the community 
(May, 1983; McClellan, 1988), or it may be specially created around these 
traditions (Kenny, 1982). 

Music Trances: the use of music to help a person enter an altered state of 
consciousness, which in turns provides access to transpersonal realms and 
the healing potentials therein. 

Music in Shamanism: an ancient healing tradition wherein shamans or 
“medicine men” use music to assist in the process of healing themselves and 
others. More specifically, repeated drum rhythms, chants, and songs are used 
to help the shaman enter and sustain an altered state of consciousness. The 
altered state enables the shaman to contact and utilize the world of spirits 
and thereby gain the knowledge and power needed to help or heal the 
person (Hamer, 1982). Examples of how shamanism relates to music therapy 
and music/sound healing can be found in the works of Kenny (1982), Kovach 
(1985), Garfield (1987), and Moreno (1988). 

Music in Energetic and Body Work: the use of music in healing methods 
such as Reiki, Polarity, Therapeutic Touch, Massage Therapy, or Rolfing, 
where music is given a central role in healing. 
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Intensive Healing Practices 


Music Therapy in Healing 


Music Therapy in Healing is the use of all facets of music experiences and the 
relationships that develop through them to heal the individual in her 
ecology, to induce self-healing, or to promote wellness. Here a person is 
healed through music experiences (including all levels and components), 
with the ongoing guidance and support of a therapist or healer, within the 
context of a client-therapist relationship. The therapist or healer plays an 
integral role in the healing process; however, rather than Participate in an 
active or directive way, the therapist provides a supportive presence to the 
client and music. The therapist’s aim is to assist the client through her own 
natural healing process by providing continual support and guidance in 
benefiting from the music and offering their relationship with one another as 
a vehicle for healing whenever needed. Essentially, the therapist respects the 
integrity of the self-healing process and the powerful role of music and 
avoids imposing anything foreign or nonessential onto that process. 
Examples include the following. 

Body Music Psychotherapy: the combined use of body-work, music 
experiences, and the client-therapist relationship to heal the individual 
(Bosco 1997, 2011). 

Guided Imagery and Music (GIM): a model of psychotherapy and healing 
which involves imaging to specially designed programs of classical music 
while in an altered state of consciousness and dialoguing with a trained 
guide (Bonny, 2002). For clinical examples, see Bruscia (2013b). 

Creative Music Therapy: a model of music therapy wherein the 
individual client is engaged in musical improvisation as the chief vehicle for 
therapeutic healing (Nordoff & Robbins, 2010). A key concept is that the 
client heals and changes from within, using inner resources, rather than from 
without, as the result of external interventions. Music serves as the healing 
agent because it activates the client’s inner resources.For clinica] examples, 
see Nordoff and Robbins (2010), Bruscia (2013a), Robbins and Robbins (1991), 
and Salas and Gonzalez (1991). 

Analytical Music Therapy (AMT): the symbolic use of music 
improvisation and words in an individual's exploration of her inner life 


(Priestley, 1994). 
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Musical Analytic Meditation (MAM): the combination of AMT and 
meditative practices in end-of-life care (Scheiby, 2005). 

Biopsychosocial Music Therapy; holistic approaches to medical music 
therapy, especially in the management of pain (Dileo, 1997; Allen, 2013), and 
at the end of life (Dileo & Loewy, 2005; Clements-Cortes, 2013). 

Different Music therapy Approaches: the use of various methods in the 
treatment of event trauma (Sutton, 2002; Borczon, 2013), personal trauma 
(Eyre, 2013), and spiritual development (Heiderscheit, 2013). 


24. 


PSYCHOTHERAPEUTIC PRACTICES 


Broadly speaking, music psychotherapy is concerned with helping clients 
find meaning and fulfillment in their lives, Its goals may be “greater self- 
awareness, the resolution of inner conflicts, emotional release, self- 
expression, changes in emotions and attitudes, improved interpersonal skills, 
the resolution of interpersonal problems, the development of healthy 
relationships, the healing of emotional traumas, deeper insight, reality 
orientation, cognitive restructuring, behavior change, greater meaning and 
fulfillment in life, or spiritual development’ (Bruscia, 1998b, pp. 1-2). The 
goals and methods of psychotherapy vary considerably according to the 
theoretical orientation of the therapist. Orientations most commonly found in 
music psychotherapy are psychodynamic, existential-humanistic, Gestalt, 
cognitive, and behavioral, each of which has many variations. As a result, the 
emphasis may be on conscious or unconscious motivations, the past or the 
here-and-now, rationality, or adaptation. Anticipated changes in the client 
may be covert or overt and interior or exterior. 

Clients for music psychotherapy may include individuals with 
psychiatric problems at varying degrees of severity, as well as individuals, 
groups, and communities with a wide range of problems in living which 
implicate the psyche. Typical settings are psychiatric hospitals and clinics, 
day programs, mental health centers, private practice, and the community. It 
is important to realize that psychotherapy is not defined by the client 
population or setting. Specifically, music therapy with psychiatric patients is 
not necessarily psychotherapeutic; it is so only when the goals and methods 
are psychotherapeutic in nature. Similarly, psychotherapeutic practices are 
not limited to clients who have psychiatric diagnoses; all individuals or 
groups who seek psychological change are candidates for psychotherapy. 


Psychotherapeutic Practices 233 


Psychotherapy may be offered in individual, group, family, or 
community-based sessions. Of utmost importance in all of these settings is 
the relationship between client and therapist. It is within and through this 
relationship that the therapy process unfolds and the client makes the 
necessary changes. In group, family, and community settings, the 
multifarious relationships between clients are of equal additional 
significance. 

As conventionally practiced, psychotherapy has been an essentially 
verbal experience: The client and therapist use verbal discourse as the 
primary means of communicating, developing a relationship, and working 
toward established goals. In contrast, in music psychotherapy, the client and 
therapist use music experiences as well as verbal discourse toward these 
ends, with the relative emphasis varying considerably according to 
numerous factors. See Smeijsters (1993). 

The music therapist may engage the client in music and/or words on 
four levels, ranging on a continuum from exclusively musical to exclusively 
verbal (Bruscia, 1998b). These levels of engagement may be used in a single 
client-therapist interaction, a portion of the session, an entire session, or 
several sessions, depending on client need. Often, the music therapy shifts 
from one level to another in the same session. These levels can also be 
implemented in most models and methods of music therapy. The levels are: 


1) The therapeutic issue is accessed, worked through, and resolved 
primarily within the music experience, with minimal verbal 
discourse. 

2) The therapeutic issue is accessed, worked through, and/or resolved 
within the music experience; however, verbal discourse is used only 
to guide, interpret, or enhance the client’s music experience and its 
relevance to the therapy process 

3) The therapeutic issue is accessed, worked through, and/or resolved 
equally in music and words, either alternately or simultaneously, 
with music used for its unique nonverbal advantages and words 
used to enhance insight. 

4) The therapeutic issue is accessed, worked through, and/or resolved 
primarily in verbal discourse, with music used to facilitate or enrich 
the process. 


Psychotherapy overlaps with the other areas of practice in several 
ways. It can have didactic overtones when education or instruction serves as 
the context for the psychotherapeutic process; it can relate to medicine when 
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the client has a biomedical illness, and the psychotherapy is aimed at 
addressing the psychological challenges accompanying the illness; it can be 
recreational when any aspect of play or diversion contextualizes the work; 
and it can be ecological when individual work is combined with treatment of 
the individual’s environment or milieu. 


Auxiliary Psychotherapeutic Practices 


Psychotherapeutic Music 


In Psychotherapeutic Music, a person uses music to maintain her own 
psychological health or to enhance personal growth and self-actualization. 
This may involve performing, learning, composing, improvising, or listening 
to music, either alone or in groups. These activities are not part of a treatment 
program and are pursued outside of a client-therapist relationship. The 
person may, however, receive ongoing guidance from various sources (e.g,, 
experts, books, lectures, workshops). 

Examples include the personal use of music to examine or release 
feelings, reduce stress or anxiety, bring solace, dispel loneliness, develop self- 
esteem, establish rapport or communication with others, enhance cognitive 
skills, develop her creativity, or develop spirituality. In the mental domain, 
the person may use music to sharpen her attention, memory, or perception or 
to develop her creativity to the fullest. In the physical domain, a person may 
use music to relax the body, manage pain, support therapeutic exercises, 
facilitate psychomotor learning, develop motor skills, monitor autonomic 
functions, or enhance physical performance in sports activities. For more 
examples and suggestions, see Katsh and Merle-Fishman (1998), Merritt 
(1996), and Rolla (1993). 


Augmentative Psychotherapeutic Practices 


Supportive Music Psychotherapy 


In Supportive Music Psychotherapy, the therapist uses music experiences to 
stimulate or support psychological adjustment or growth, relying largely on 
the client’s existing resources. The client-therapist relationship is important in 
facilitating the music experiences and enhancing their therapeutic value; 
however, often, because of the length of treatment, the relationship does not 
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develop the depth needed for it to serve as a primary vehicle for client 
change. Typical goals are to: 


e Re-establish psychological equilibrium; 

e Lessen the psychological impact of negative events of 
situations; 

e Foster emotional adjustment to negative events or situations; 

e Improve cognitive and behavioral adaptation; 

e Ameliorate or palliate psychological symptoms; 

e Build ego strength; 

e Acknowledge and use own resources; 

e Strengthen psychological defenses and coping mechanisms; 

e Improve emotional quality of life. 


Notice that the intent is not to dramatically alter the client's personality; 
rather, it is to foster psychological equilibrium, adaptation, and quality of life 
using the client’s existing resources or potentials. 

Supportive Music Psychotherapy may take place in individual, couple, 
family, group or community settings. Its main uses are (1) short-term 
recovery programs for acute psychiatric or substance abuse clients; (2) long- 
term support and maintenance programs for certain chronic psychiatric or 
incarcerated clients; (3) crisis intervention and counseling for individuals, 
couples, families, or communities suffering from trauma, illness, or loss; (4) 
preparation for or respite from more in-depth forms of psychotherapy; and 
(5) personal encounter workshops. 

Another psychotherapeutic practice at the augmentative level is Music 
in Pastoral Counseling, when a member of the clergy, music therapist, or 
spiritual counselor uses music to help the client gain spiritual insights and to 
develop a relationship with God that will facilitate emotional adjustment and 
growth. 

For a comprehensive survey of music psychotherapy practices, 
including those at the augmentative level, see Eyre (2013). For clinical 
examples, see the case study volumes edited by Bruscia, 1991), Hadley 
(2003), and Meadows (2011). 
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Intensive Psychotherapeutic Practices 


Re-educative Music Psychotherapy 


In Re-educative Music Psychotherapy, the therapist uses music experiences and 
the relationships that develop through them as the means of bringing clients 
greater insights about themselves and their lives, while also fostering the 
necessary psychological changes therein. The work may be done within 
individual, dyadic, family, group, or community settings. According to 
Wheeler (1983), the first author to describe music psychotherapy according 
to Wolberg’s Jandmark classifications (1967), the main uses are with “those 
who are less ill or who evidence less severe personality disorganization, 
including substance abusers and those with affective disorders, neuroses/ 
anxiety disorders, situational disorders, or personality disorders. Clients with 
the diagnosis of schizophrenia and those with organic disorders would be 
expected to respond less favorably ...” (p. 47). In addition, this practice is 
quite appropriate for “normal” individuals in the community who want to 
improve their emotional life, either through individual psychotherapy, 
group therapy, or sensitivity training. Sample goals are to: 


e Gain insights about self; 

e Facilitate self-expression; 

e Recognize, control, and utilize defenses to best advantage; 
e Problem-solve; 

e Facilitate adaptive changes; and 

e Facilitate self-actualization. 


According to Wolberg (1967): 


Changes are rarely of sufficient depth to permit a real 
dissolution of unconscious conflict. Nevertheless, the 
individual achieves sufficient command of his problem to 
enable him to check acting-out tendencies; to rectify 
remediable environmental distortions or to adjust to 
irremediable ones; to organize his life goals more rationally 
and to execute them in a facile manner; to consolidate some 
adaptive defenses and to alter others that are less adaptive. 
(p. 103) 
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For a comprehensive survey of music psychotherapy practices, 
including those at the intensive or re-educative level, see Eyre (2013). For 
clinical examples, see the case study volumes edited by Bruscia (1991), 
Hadley (2003), and Meadows (2011). Other psychotherapeutic practices at 
the intensive level include the following. 

Instructional Music Psychotherapy: the music therapist uses music 
experiences and concomitant relationships within the context of private 
music lessons as the medium for psychotherapy. An example is the 
pioneering work of Florence Tyson (McGuire, 2004). 

Supervisory Music Psychotherapy: the supervisor-therapist uses music 
experiences and concomitant relationships as a means of helping the 
supervisee to work through personal issues that impact on his/her clinical 
work as a therapist. Different approaches can be found in the edited volume 
of Bruscia (2013c). 

Expressive Psychotherapy: the integrated use of various expressive or 
creative arts modalities and the relationships that develop through them as a 
means of bringing the client insights into her emotional life and of fostering 
the desired changes therein. Examples can be found in the pioneering work 
of Robbins (1980), Heimlich (Bruscia, 1987a) and Knill (1994). 

Family Music Therapy, the therapist works to improve relationships 
between members of a family, and in the process improves the health of the 
family. Two approaches can be taken, helping an individual member of the 
family member as the main client, with other family members contributing to 
the therapy process as needed. The second is working with an entire family 
as a unit, and helping all members make the necessary changes in relation to 
one another. Examples include the work of Hibben (1992), Oldfield (1993), 
and Slinka and Magill (1986). 


Primary Psychotherapeutic Practices 


Reconstructive Music Therapy 


Reconstructive music psychotherapy is aimed at discovering the roots and 
causes of the client’s psychological or life problems and then making the 
necessary structural and pervasive changes in the client’s personality. As 
such, it involves a process of intervention and change characterized by both 
depth and breadth. Reconstructive music psychotherapy is appropriate only 
for nonpsychotic individuals who have the ego strength and resilience 
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needed to rebuild their personalities and lives. It is inappropriate for 
individuals with severe mental disorders. 

Like supportive and re-educative psychotherapy, the reconstructive 
practices also seek to help clients: access and utilize their resources, gain 
greater self-awareness and insight, improve interpersonal relationships, and 
adjust, adapt, or resolve problems in living. The additional goals that are 
unique to reconstructive psychotherapy include: 


e Touncover and work through unconscious conflicts at every 
previous stage of development; 

e To integrate unconscious material into conscious life; 

e To build new approaches to psychological adaptation; and 

e To establish a new foundation for deriving meaning and 
fulfillment in life. 


The client-therapist relationship and music experiences are equally 
significant but used variously to help the client work through all defenses, 
resistances, and transferences. 

For a comprehensive survey of music psychotherapy practices, 
including those at the reconstructive or primary level, see Eyre (2013). For 
clinical examples, see the case study volumes edited by Bruscia (1991), 
Hadley (2003), and Meadows (2011). 
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RECREATIONAL PRACTICES 


This area encompasses all applications of music, music activities, and music 
therapy where the focus is on diversion, play, recreation, activity, or 
entertainment. Music activity is broadly defined to include a host of related 
media and experiences, including the other arts, recreational games, 
educational exercises, and so forth. The primary aim, whether implemented 
in institutional or community settings, is to help individuals engage in music 
or the other arts as leisure-time and social activities that will bring enjoyment 
and respite and ultimately enhance their quality of life. 

Levels of practices in this area vary according to how therapeutically 
oriented the goals are. Those practices that provide recreation for its own 
sake to meet immediate entertainment or leisure needs are regarded as less 
intense than those that use recreational activities for therapeutic purposes. 
Related to this are the length and continuity of treatment. Providing 
occasional music activities that bring clients some personal enjoyment, 
though extremely important to their immediate needs, is less intense than 
using music activities in a systematic way and over an extended period of 
time to achieve health-related goals. 


Auxiliary Recreational Practices 


In Therapeutic Music Recreation, music activities are provided for 
entertainment purposes, to enhance the overall quality of life, and to help 
develop pleasurable leisure-time activities. This category is considered 
auxiliary because a client-therapist relationship is not essential and, although 
the benefits are many, the process is not a therapeutic one involving clinical 
intervention or significant change. This practice can be used in schools, 
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hospitals, institutions, community centers, and day programs for impaired or 
unimpaired individuals of all ages. 

In Community Music, music activities are provided for groups of people 
with common musical interests or people who live in a community of any 
kind. The focus may be on pursuing musical goals (e.g., music learning, 
performances) or developing ties among members of a community. 
Ultimately, the aim is to enhance the quality of life by bringing people 
together in an enjoyable pastime. 

Community music programs may be organized around one 
culminating event (e.g., talent show or concert), or they may be an ongoing 
undertaking of a community (e.g., choir). They can occur in a variety of 
settings, such as local or state communities, schools, hospitals, institutions, 
community centers, and day programs for impaired or unimpaired 
individuals of all ages. 

The leader of community music programs may be a music therapist, a 
professional, an amateur, or a volunteer member of the group. Most often 
there is an egalitarian relationship between the leader and the group 
members, and a client-therapist relationship is both irrelevant and 
inappropriate to the success of the group. For these reasons, this practice is 
considered auxiliary and outside the boundaries of music therapy. 

Community music is a fast-growing phenomenon that serves many 
personal and sociocultural purposes. As a result, there are many ways of 
organizing community programs for a variety of purposes. Schippers and 
Bartlett (2013) analyzed a wide range of programs and identified nine 
domains that can be used to describe and differentiate how they are 
structured. Veblen, Messenter, Silverman, and Elliott (2012) provide a 
comprehensive survey of community music programs across different 
cultures. 

Given their wide range of goals, community music programs can 
belong to different areas of practice. See also under didactic practices and 
ecological practices. 


Augmentative Recreational Practices 


In Recreational Music Therapy, the therapist uses music, music learning, and/or 
related activities to help the client to develop recreational skills and to use 
leisure time to enhance the quality of life. This is an augmentative practice 
because it focuses on the goals of recreation therapy and because it is a 
supportive form of therapy. It can be a very important part of the treatment 
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program when the client's priority needs relate to leisure time and when 
music is the most desirable leisure-time activity for the client. See Kern (2006) 
and Silverman (2005, 2013) for examples of recreational music therapy that 
can be practiced at the auxiliary and/or augmentative level. 

In Therapeutic Music Play, the therapist uses music, games, recreational 
activities, and the arts as brief or occasional forms of diversion for children 
experiencing a difficult period or situation. This practice is particularly 
relevant to hospitalized or traumatized children. See Bradt (2013) and 
Froehlich (1996). 

In addition, therapeutic music play is often used to facilitate 
developmenta! growth or learning for normal or at-risk children (e.g., in a 
day care or preschoo} program). See Schwartz (2008). 


Intensive Recreational Practices 


In Music and Play Therapy, the therapist uses music-centered play, games, and 
related arts to help a child or group of children explore and work through 
therapeutic issues. The goals of Music and Play Therapy vary according to the 
setting. When used in a medical setting, the usual focus is on helping the 
child to understand and cope with her illness, hospitalization, or treatment; 
when used in a psychotherapeutic setting, the focus is on helping the child to 
understand, express, and deal with feelings about self and significant others. 
Play may include various traditional games (e.g., peek-a-boo) as well as 
games and activities specially created by child and therapist. It may also 
include playing with toys, objects, or puppets; storytelling; art; movement; 
drama; writing; and games of the imagination. Examples in the literature 
include Agrotou (1993a), Bartram (1991), Birmbaum (2013), Burke (1991), 
Herman (1991), Hibben (1991, 1992), Kowski (2007), and Sch6nfeld (2003). 


Primary Recreational Practices 


Recreational practices become a primary level of therapy when the work 
leads to significant and pervasive changes in the client’s quality of life and 
when the goals and processes extend beyond the focal concern of diversion 
to include those of other areas of practice (e.g., psychotherapeutic, medical, 
ecological, didactic). 


29 


ECOLOGICAL PRACTICES 


The ecological area of practice includes all applications of music and music 
therapy where the primary focus is on promoting health within and between 
various layers of the sociocultural community and/or physical environment. 
In this area of practice, the “client” may be an individual or group who is 
considered in terms of the various contexts and environments in which she 
lives, or the “client” may be the various contexts themselves, such as the 
family, workplace, institution, community, government, society, culture, or 
physical environment. Thus, targets of change or the outcomes of music 
therapy may be individual clients and/or any of their ecological frames. 
Other life contexts of importance are gender, race, ethnicity, sexual 
orientation, and any other characteristic that may be used to differentiate 
human beings within their society or culture. 

Ecological approaches to music therapy have been advocated over the 
last several decades, and theorists in the field have offered substantive 
theoretical foundations for them. In “systems” theory, all entities are viewed 
as inextricably linked to one another at various levels of reciprocal influence 
(Kenny, 1985, 1989). In the conception of health as a holarchy (Bruscia, 1998a; 
Wilber, 1995), the individual is viewed both as a whole and as part of larger 
wholes, which are part of Jarger wholes, ad infinitum to the universe. In 
culture-centered music therapy (Stige, 2002), every music therapy practice, 
theory, and research inquiry is seen as taking place with its own specific and 
unique contexts, and these contexts not only shape the work itself, but also 
predispose us to applying certain values, meanings, and interpretations to it. 
Ruud (2010) proposes that we expand our conception of music therapy; it is 
not only an art and science, it is an integral part of the humanities and 
therefore must be considered from historical, societal, and cultural 
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perspectives. Finally, there are the multicultural and feminist theories that 
advocate the empowerment of all individuals who are oppressed by 
discriminations embedded in our language and the very structure of our 
society and culture (Hadley, 2006). 

Music is particularly relevant to these notions. It is intrinsically 
ecological in two ways. First, music itself is an organized holarchy or system, 
wherein each layer of the music or experience is part of a whole which is part 
of another whole, ad infinitum, with each part-whole inextricably and 
reciprocally linked to one another. One part influences and is influenced by 
another part, which are both reciprocally influenced by the whole. Second, 
music permeates every layer of the ecology; it is found within every layer of 
the physical environment and sociocultural system and, in fact, serves as a 
catalyst, container, or unifier within and between the various layers. 

These notions of therapy and music expand the discipline of music 
therapy considerably and suggest much wider potentials than how it has 
been conceived traditionally. Boxill (1997), a pioneer thinker, explains that 
music therapists have a special role to play in bringing the whole of music to 
bear on the entire planet, beyond the individual client or group in the 
treatment room: 


... we music therapists have more than even an imperative 
to heighten and broaden our vistas—to effect an impact 
globally that reaches far beyond the traditional treatment 
room. We must look to new ways and possibilities for 
bringing the essence of music therapy—its profound 
humanness—to the “ordinary” people on planet Earth. Our 
intention is attainable. For we music therapists have as our 
therapeutic agent a universal means of human contact, 
communication, and expression—music. The potential is 
unbounded. (p. 179) 


In a similar vein, Ruud (1988, 1998) suggests that music therapy should 
be considered a cultural movement as well as a therapeutic treatment 
modality. The main reason he gives for this is that music and music therapy 
serve “an important role in improving quality of life ... it strengthens our 
emotional awareness, installs a sense of agency, fosters belongingness, and 
provides meaning and coherence in life” (p. 49). He further explains that this 
emphasis upon the relationship between health and quality of life is a very 
unique and important philosophical concept that the arts therapies have 
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contributed to worldviews on health and healthcare and that as music 
therapists we should begin to promulgate this new way of thinking. 

In reviewing the literature on ecological practices in music therapy (as 
variously defined), one can find many new areas of concern and many 
innovative methods that have been generated by this way of thinking. Before 
proceeding to a description of the various levels of ecological practice, a few 
comments are necessary. First, this area is relatively new in the field; 
consequently, many of the practices within it have not been fully developed 
or adequately researched yet. Thus, it is exceedingly difficult to define, 
distinguish, or categorize these practices. In this chapter, the author has 
attempted to do so with a clear understanding that all of the nomenclature 
and definitions are quite tentative and open to revision. 

Second, ecological practices are quite different from those in other 
areas, and this has major implications for determining levels. Not only does 
therapy extend beyond the treatment room, regardless of setting, but it also 
extends beyond the client-therapist relationship to include many layers of 
relationship between client and community, therapist and community, 
members within a community, and communities themselves. Going even 
further, the work itself is different, sometimes not anything like traditional 
therapy. Thus, treatment setting, client-therapist relationship, and “process” 
cannot be used as criteria for determining levels of therapy as they have been 
in other areas of practice. As a result, the levels of therapy identified here 
may seem inconsistent with other areas of practice, and, although a practice 
is listed under one level, it may easily move to another. Here the criteria of 
greatest significance are whether the focus is on the individual, the ecology, 
or both and the degree of change resulting from the interventions. 


Auxiliary Ecological Practices 


Included in this level are all those uses of music that are directed toward 
large groups of people. The groups are ecological in that they occur within a 
natural context, or they were intentionally formed as a community. Also 
included are the various efforts of music therapists as an organized group of 
professionals. 

Functional Music is the use of background music to influence physical 
environments, physical states, behaviors, moods, attitudes, etc., outside of a 
therapy context, that is, in commercial, industrial, work, educational, or 


home settings. Environmental Music therapy can be used to enhance 
physical environments. 
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Ceremonial Music is the use of specially selected music to accompany 
public events such as military or state ceremonies, athletic events, or award 
ceremonies. The purpose is to inspire or engender certain values, feelings, or 
attitudes in the audience, while also helping to shape their understanding of 
and participation in the ceremony itself. 

- Inspirational Music is the use of music to stimulate spiritual experiences, 
to facilitate religious meditation, and to enhance prayer and worship 
activities. 

In Music Therapy Activism, music therapists use their unique 
perspectives, skills, and values to bring people together around various 
social, cultural, and political movements and issues (e.g., peace, aging, 
equality, inclusion, healthcare) and thereby induce the needed changes. The 
first such initiative was taken by Boxill (1989), who founded “Music 
Therapists for Peace.” 


As a worldwide network of music therapists, we are 
exploring, and applying, new ways of consciously using the 
unique powers of music and music-making: to create 
harmonious relationships among peoples of all conditions 
and levels of society; to utilize our special strategies and 
techniques in helping people resolve conflicts through 
nonverbal means of communication; to provide means for 
making more peaceful contact on individual and group 
bases— for peaceful living. (p. 135) 


Community music is an extremely diverse phenomenon, varying widely 
according to location, community, and culture. For this reason, all 
encompassing definitions are difficult to formulate. The International Society 
for Music Education (ISME) (2013) has attempted to summarize the various 
strands of community music as follows: (See http://www.isme.org/cma). 


We believe that everyone has the right and ability to make, 
create, and enjoy their own music. We believe that active 
music-making should be encouraged and supported at all 
ages and at all levels of society. Community Music activities 
do more than involve participants in music-making; they 
provide opportunities to construct personal and communal 
expressions of artistic, social, political, and cultural 
concerns. Community Music activities do more than pursue 
musical excellence and innovation; they can contribute to 
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the development of economic regeneration and can enhance 
quality of life for communities. Community Music activities 
encourage and empower participants to become agents for 
extending and developing music in their communities. In 
all these ways, Community Music activities can 
complement, interface with, and extend formal music 
education structures. 


From a music therapy perspective, community music programs can bring 
members of a community together and thereby create and enhance 
interpersonal relationships; they can help to motivate and organize 
communities so that they better enhance the health and mutual respect of 
their members; they can contribute to and improve existing communities in 
meeting their mission; and they can be used to support and help 
communities in crisis. 

Several music therapists have explored how community music can 
enhance health. Curtis (2004) describes a community music program called 
“Musical Minds,” in which a group of adults living in the community with 
chronic mental illness meet weekly to sing solos and ensembles and 
occasionally perform public concerts. Oosthuizen, Fouché, and Torrance 
developed an after-school music project for disadvantaged children in South 
Africa called “Music for Life.” The project uses music therapists and 
community musicians in order to offer a wide range of musical activities to 
the children. This project is offered by a clinic that the authors formed to 
address the poverty, unemployment, violence, and health problems that have 
fragmented the community. Richardson (2013) describes a Venezuelan 
project wherein music therapy students and teachers present concerts that 
engage the audience in music-making and then lead discussions of the 
various responses and issues that have arisen out of the music or music- 
making. 


Augmentative Ecological Practices 


This level is characterized by systematic, sustained efforts to use music to 
improve relations between individuals and the ecological contexts in which 
they live or work. 

Arts Outreach Programs are defined here as any sustained effort to help 
persons with health problems be consumers of the arts in the mainstream of 
their culture, that is, like any other member of the community. This may 
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consist of helping persons who are impaired or institutionalized to attend 
and participate in public or community events in the arts or bringing artists 
and performances into institutions or homes where residents cannot leave. 
An outstanding example of such programs is “Hospital Audiences,” 
founded by Michael Jon Spencer in New York City and duplicated by many 
others around the country. Another approach is to organize and promote the 
artistic efforts of people who have health problems or impairments. An 
example of this is “The Very Special Arts Festivals” of the John F. Kennedy 
Center for Performing Arts, sponsored around the country through public 
schools and community organizations. One can also find many music groups 
in the community made up of persons with various handicaps and 
impairments. For other examples, see Bunt (1994) and Educational Facilities 
Laboratory (1995). 

Organizational Music Therapy is the potential application of music for 
staff development and support (O’Neill, 1995) and to improve relations in 
work settings and professional groups. Like “Organizational Psychology,” 
this practice could involve consultation, assessment, or intervention. 

Healing Music Rituals include all of those forms of therapy and healing 
that utilize music and rituals that are indigenous to the clients or which form 
an important part of their collective past. The purpose is to rediscover the 
wisdoms of previous healing practices, most of which relied heavily upon 
music, while also reconnecting clients to their collective and personal roots. 
Three main approaches are taken: using music rituals that are indigenous to 
the client's specific community or culture; using traditional healing rituals 
(e.g., music in shamanism); and creating special music rituals to address the 
individual and ecological needs of the clients. For examples, see Agrotou 
(1993a), Aigen (1991a), Akombo (2004), Beer (1990), Kenny (1982), and 
Moreno (1988). This practice may also be implemented at the intensive level, 
depending upon the breadth and depth of the therapeutic process and 
change. 

In Sociocultural Music Therapy, the therapist uses music to develop 
understanding and improve relations between clients who may differ in race, 
culture, native country, political affiliation, religion, gender, sexual 
orientation, and so forth. The setting may be a traditional music therapy 
group in an institution, a location where such differences are pronounced, or 
a community workshop designed to resolve a specific relational problem. 
When the groups have indigenous musics, their respective music repertoires 
and traditions are utilized to facilitate communication and insight between 
the groups. 
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There are many examples of this practice. Several music therapists 
have used music in intergenerational programs aimed at fostering 
communication and understanding between various age groups (Bowers, 
1998; Darrow et al., 1994; Frego, 1995; Gardstrom, 1993). Similarly, Katz 
(1993) organized a “Peace Train Tour” in which a multicultural, multiracial 
youth choir performed indigenous music throughout South Africa during 
the dismantling of apartheid. 

This practice may also be implemented at the intensive level, 
depending upon the breadth and depth of the therapeutic process and 
change. An example is Sekeles (2007). 

Context-Oriented Music Therapy includes all work with clients in a 
traditional setting wherein the therapist pays special attention to therapeutic 
issues and concerns that arise from the client’s gender, sexual orientation, 
race, ethnic heritage, sociocultural background, etc. This special focus goes 
beyond what every therapist would ordinarily take into consideration in 
working with a client in that here the client’s health is influenced in some 
way by her sociocultural context. In addition, a major focus of the work may 
be to prepare clients to be more active in shaping the worlds in which they 
live. Examples are feminist music therapy practices (Hadley, 2002), 
empowering clients to resist and fight forces of oppression in their world 
(Baines, 2013), the use of sociocultural resources of the client to facilitate 
traditional music therapy (Sekeles, 2007), and helping clients adjust to new 
sociocultural and physical environments, such as in Whitehead-Pleaux 
(2009), which describes how music therapy is used to support hospitalized 
children who are from different countries and cultures, while also being 
away from their parents and home. 

Community Enriched Music Therapy can take two forms. In the first, the 
therapist imports the resources of an existing community into a traditional 
setting and utilizes them to enhance the therapeutic process of clients. An 
example is the work of Kildea (2007), who imported symphony musicians 
into music therapy sessions with adolescents in a pediatric hospital. A similar 
approach was taken by Curtis (2011), who guided music therapy students 
and symphony musicians in providing music therapy to patients at the end 
of life. In the second form, the therapist creates transient communities within 
a school, agency, or hospital in order to enhance the therapeutic process with 
clients. For example, Aasgard (2004) included patients, family members, 
nurses, doctors, therapists, teachers, and students in various music groups to 
help address the needs of children in a pediatric hospital. 
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Intensive Ecological Practices 


Many augmentative practices described above may move to the intensive 
level. In addition, this level includes Community Music Therapy, or CoMT. 
Several books have already been published on CoMT, including Edwards 
(2007), Kenny and Stige (2002), Pavlicevic and Ansdell (2004), and Stige and 
Aare (2012). It should be noted that most authors and editors use the term 
CoMT to embrace the entire ecological area of practice; however, in this 
book, distinctions are made within this large area of practice, and CoMT has 
a much more delimited definition as only one example. 

Here, Community Music Therapy has two main forms: In the first, the 
therapist works with clients in traditional individual or group music therapy 
settings, while also working with the community in which the clients live, 
work, or play. There are four main steps: (1) prepare the client to meet the 
expectations or norms of the community to the extent possible; (2) assist the 
client in actually assimilating into the community; (3) help the community 
accommodate its expectations and norms to the extent possible; and (4) assist 
the community in finding ways to integrate the client into its membership. 

The main goal is to help the client adapt and assimilate into the 
community, while also helping the community to adapt and accommodate to 
the client. Members of the community may be involved in any of these four 
steps. 

In the second form, the therapist works directly with a community or 
any of its segments. The purpose may be to increase social and cultural 
awareness and bring a sense of societal participation to all concerned 
(Vaillancourt, 2012, p. 175), to help the community to address sociocultural 
issues that undermine peace and understanding (Baines, 2013), or to help 
communities deal with various kinds of trauma (Borczon, 2013). 

A pioneering example of the first form is the work of Stige (1993), who 
integrated a group of individuals with mental handicaps into the community 
by using concepts such as “combined posts” and “period-collaboration.” 
When music therapists have “combined posts,” they work in different 
systems within the community (e.g., community music group, an institution 
for the mentally handicapped), and they use their connections to establish 
social networks between the two groups. In period collaboration, “a group of 
handicapped musicians work out musical products together with a choir, a 
brass band, or another musical organisation in the community; in this 
process, the social interaction between the musicians is seen as very 
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important” (p. 26). Stige’s project culminated in a concert that integrated the 
two groups of musicians. 

Another example is the work of Wood, Verney, and Atkinson (2004), 
who designed a program for individuals in neurological rehabilitation. The 
program moves the clients from individual therapy in a traditional setting to 
group music therapy and workshops in a community center, and finally to 
all community venues, such as workshops, visits, concerts, and various 
instructional opportunities. 

Also included in this form of Community Music Therapy are all of those 
follow-up or after-care programs that use music to facilitate integration of the 
client back into his/her life community following institutionalization or 
hospitalization. Depending on the program, the focus may be on preparing 
the clients, the community, or both. 

As for the second form, Borczon (2013) has provided a thorough 
review of how music therapy has been used with communities after event 
trauma. Shih (2011a, 2011b) describes an intensive music therapy program to 
address the needs of survivors of the Sichuan earthquake in China. The 
music therapists lived and worked with the survivors in a resettlement site 
over an extended period of time, offering many different kinds of music 
programs to meet the different needs of the various segments of the 
community. 


Primary Ecological Practices 


Ecological practices become primary when they lead to significant and 
enduring changes in the individual or community and when the goals and 
processes extend across several areas of practice (e.g., psychotherapy, 
recreation, didactic). 


2] 


INTEGRAL THINKING 


Integral thinking is not a method; it is a way of thinking freely and creatively 
when solving a problem. To illustrate, here is Roman numeral 9: 


IX 


The task is to turn this Roman numeral into 6 by using only one continuous 
line. The answer appears at the end of this chapter. 

When someone is unable to meet this challenge, the Gestalt 
psychologists explained it as a perceptual problem, which they named 
“functional fixedness.” In the context of this discussion, functional fixedness 
is a cognitive bias toward seeing things in only one way and a mental block 
against seeing it any other way. This is what I call the phenomenon of “one- 
way thinking” in music therapy. 

Moving from one-way to integral thinking requires a change in mind- 
set. The rest of this chapter outlines how one’s mind-set has to change and 
the specific skills that music therapists have to develop to be more integral in 
their thinking. 


Accept the Diversity of Music Therapy 


The plethora of definitions, practices, and perspectives presented in this book 
gives ample evidence that music therapy can be and actually is conceived in 
many different ways. Unfortunately, these differences are often presented 
and defended through dichotomous, one-way thinking with assertions such 
as: This is the way to practice music therapy most effectively, not that way— 
or more crassly, my way is the best way to practice music therapy, not your 
way, or their way. This book should have made it clear by now that music 
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therapy is not only what you do, or what I do, or what we do—it is what we 
all do. Best practice in music therapy can therefore be based only on the 
principle of critical inclusivity, that is, including in the conceptual boundaries 
of music therapy those ethical, professional practices reported as effective in 
the refereed literature, based on credible clinical, theoretical, or research 
evidence. 

The first step in integral thinking, then, is to accept the reality that there 
will always be differences of opinion about practice, theory, and research and 
that these differences are essential to the growth of the discipline. Accepting 
diversity requires a few ways of thinking that have to be developed, as 
described in the next few sections. 


Integrate New and Old 


One-way thinking often appears (and integral thinking often disappears) 
when new ideas and practices are introduced into a field, and especially 
when they are bold and innovative. When Stige’s landmark book (2002) 
introduced the notion of a “culture-centered” music therapy, I made the 
following cautionary comment in the foreword, not to Stige, but to those” 
proponents who would turn it into the latest version of one-way thinking. 


One of the lessons we are learning as a profession is that 
one new idea does not necessarily replace or surpass 
previous ideas; rather, each new idea enters into an already 
existing culture of ideas, where all ideas begin to interact. 
Thus, when a new idea is introduced, the entire culture is 
fertilized: existing ideas are influenced by the new idea, and 
the new idea is influenced by its integration into the existing 
culture. Thus, culture-centered thinking does not replace or 
surpass the behavioral, psychodynamic, humanistic, or 
transpersonal forces of thought; rather, it catalyzes them to 
be more culture-sensitive; in return, the established forces 
challenge culture-centered thinkers to somehow integrate 
existing values into their thinking. The developmental 
process is more holistic than linear, so that there is a place 
for every idea of continuing relevance. (Bruscia, 2002, p. xvi) 
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Find Commonalities 


To be critically inclusive, one must make clear and meaningful distinctions 
between the various practices and concepts. For example, our maturity as a 
discipline depends upon our ability to articulate how behavioral, biomedical, 
psychodynamic, humanistic, transpersonal, and culture-centered orientations 
can influence practice differentially. But it is equally if not more important to 
identify the commonalities between them—the points where they coincide in 
spite of their differences. This is the process that Piaget called “conservation.” 
(An example of musical conservation is recognizing that a melodic line has 
not changed in spite of drastic changes in rhythm, harmony, texture, and so 
forth.) 

In Piaget’s developmental theory, the ability to discriminate (detect 
differences) precedes the ability to conserve (detect sameness); it is less 
sophisticated developmentally—and less cognitively mature—than 
conservation. Greater perceptual acumen and cognitive skill are required to 
recognize sameness than to detect differences. 

Many of the distinctions presented in the present book were made with 
the process of conservation in mind. The question is not only “What are the 
differences between practices and concepts?,” but also “How are they the 
same, or similar, or even tangentially related?” For this reason, the 
distinctions made here are not regarded as fixed boundaries that are not to be 
crossed. Instead, every distinction or boundary should be seen as the sign of 
both difference and connection. The assumption here is that most if not all 
practices and concepts of music therapy are connected in some way, 
regardless of their differences, as significant as they might seem. 


See Differences as Options 


Once we see commonalities and connections, differences can be regarded as 
possible options that inhere in each practice and concept. For example, if we 
know the differences between re-creative and improvisational experiences 
and then see the commonalities, we are then able to move easily between the 
two experiences when such an adjustment is needed. Similarly, despite their 
differences, if we can see similarities between biomedical and 
psychodynamic thinking, we will discover how each can be best applied and 
modulated. We can then begin to expand the vistas of both because we 
literally have more options in using them. 
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Now apply this simple idea—differences are options, when we see the 
commonalities—to every distinction already made in this book. That is when 
the process of integral thinking will have begun. For example, imagine the 
practical options that one gains by understanding the differences and 
similarities between different levels and types of music experiences (i.e, 
paramusical and musical improvisations), or between different ways of 
helping a client (empathizing and guiding), or between the different roles of 
client and therapist, the different options for being reflexive, the different 
kinds of change sought in therapy, and the different areas and levels of 
practice. Every distinction and commonality we find gives us alternatives to 
each practice and concept. 

Seeing the options and alternatives inherent in every practice and 
concept and being able to move from one to the next are central to meeting 
the needs of clients. No two clients are alike; no two populations are the 
same; and what works for one does not necessarily work with the other. 
Given the diverse clientele served by music therapy, it is essential to apply 
what we know about how to work with one client or population to how to 
work with another. 

It is always easier to see such differences of opinion and culture as 
irreconcilable or so different as to be mutually exclusive. But if one is seeking 
a coherent description of a very diverse field, it seems reasonable to expect 
that many of the differences in definitions and practices across the globe can 
be viewed as variations or options within a vast spectrum of possibilities that 
must be considered in working in today’s world. Thus, although not easy, 
the challenge is to find a way of holding them together within a coherent, 
integral matrix. 


Respect the Ideas of Others 


Ken Wilber (2000), one of the leading American philosophers, has been 
working for decades to create an integral theory of knowledge, or a matrix 
that can integrate and reconcile the differences that he has encountered 
across the myriad disciplines and cultures of knowledge that he has studied. 
This is no easy task, and after encountering intense intellectual dilemmas, he 
discovered a workable solution. Instead of questioning or disparaging the 


legitimacy of each difference in practice or paradigm he found, he proposed 
that, in the end: 
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Everybody is right. More specifically, everybody— 
including me — has some important pieces of truth, and all 
of those pieces need to be honored, cherished, and included 
in a more gracious, spacious, and compassionate embrace 


(p. 48). 


This gave me the idea that if centuries of accumulated knowledge across 
different cultures can be integrated in some cogent way, so could a young 
and relatively smal! discipline such as music therapy. But a mind-set change 
is needed. Differences in definition and practice must all be regarded as 
important pieces of truth that need to be placed within a larger mosaic, and 
all of the pieces must be accepted as legitimate and necessary parts of that 
mosaic. Thus, when music therapists work with clients, they should not be 
using only a few pieces of the mosaic; they should be considering the entire 
matrix and then using whatever the client needs that is within the therapist's 
range of training and competence. 


Be Reflexive 


Phenomenological research has indicated that master music therapists 
maintain a very active stream of consciousness when working with clients 
(Abbott, 2008; Cooper, 2010; Muller, 2008). This stream of consciousness 
involves a continuous cycle of: 


1) continually bringing into awareness what is transpiring for both 
client and therapist moment to moment, both in the music 
experience and in the relationships forming therein; 

2) formulating a therapeutic intent to address what is transpiring; 
and 

3) acting and interacting accordingly, musically or nonmusically, and 
then starting the cycle again. (Abbott, 2008) 


This cycle can occur in an instant or it can take considerably more time to 
complete, but each act and the cycle that organizes them all are a continuous 
process that the reflexive therapist attempts to maintain throughout an entire 
session. 
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Continually Change Locus and Focus 


Many of my writings have focused on the first phase of the above cycle of 
reflexivity—that is, how a therapist stays in awareness (Bruscia, 1987, 1990, 
1995, 1998). To briefly summarize, these writings have proposed that two 
operations are essential to the awareness phase of this cycle. The first is 
identifying the locus of awareness, and the second is selecting the focus of 
awareness. 

The locus of awareness is where the therapist is located or “situated” 
when working with and observing the client and work. To be situated is to 
know where “one is coming from” or from what perceptual location one is 
apprehending the client and ongoing therapeutic events. This colors 
everything that a therapist observes and construes about the ongoing 
process. For example, the therapist realizes that he is trying to understand a 
Muslim client from his own worldview as a Catholic, or he realizes that his 
empathy for the client is coming from his own personal history or that he is 
making decisions in working with the client based on his theories rather than 
his empathy. 

Next, the therapist has to identify what “focus” of awareness would be 
most helpful for the client. This is a crucial step. Continuing with the above 
examples, the therapist realizes that he is focusing on the client's religion, 
when this is not the aspect of the client’s identity that is relevant to the 
ongoing work, or the therapist realizes that he is focusing on how the client 
feels, when the client needs to be moving beyond her feelings, or the 
therapist realizes that his theoretical orientation at that moment is not 
relevant to what the client is presenting. 

If, on the other hand, the therapist is working integrally, he has to 
determine where he should be located in relation to the client and what 
aspect of the client requires his attention or focus. This is challenging, 
because it depends upon whatever the client is presenting as the therapeutic 
priority from moment to moment. Thus, instead of observing with an 
established or predetermined mind-set, the therapist has to open his 
awareness to whatever emerges as important. 


... I try to open myself to whatever is happening in the 
moment, allowing the client and music to lead my 
experience along, receiving and engaging whatever is 
presented in [its] own natural, spontaneous way. This is a 
phase of passive presence in which I am allowing myself to 


Integral Thinking 207 


float into and out of various worlds and layers of 
experience, without trying to focus, anchor, or direct the 
tide of experience. (Bruscia, 1998, p. 97) 


As the therapist keeps his attention open, certain aspects of the ongoing 
situation emerge as more “salient” (Bruscia, 1987). In this context, salience 
means not only recognizing which aspects of the music are more prominent 
in the ongoing therapy experience, but also which aspects of the client or 
oneself are emerging as significant or in need of deeper attention. The 
therapist's focus of attention is therefore continually guided by an open 
presence that allows salient aspects of the ongoing situation to present 
themselves. 

As the therapist moves the locus and focus of his awareness, until he 
can identify the client’s priority need at the moment, he is ready to move to 
the next phases of the cycle—formulating an intent and a strategy for 
implementation. Then the reflexivity cycle begins again, and this continues 
throughout the session. 


Consider Macro and Micro Perspectives 


From a practical standpoint, the above cycle of reflexivity necessarily 
involves considering both macro and micro perspectives on one’s work with 
clients. Instead of thinking about practice only in large (or macro) frames, 
such as how to work in a particular model, method, orientation, or process, 
we also have to consider the smaller (or micro) frames. The micro frames are 
concerned with what transpires moment to moment during each session, 
such as a particular music experience or any of its segments, a specific client- 
therapist interaction, or each procedural phase or step of a model or method. 

In the research cited above on master clinicians, it is clear that doing 
therapy involves continually moving back and forth between macro and 
micro perspectives. For example, when moving from one macro to another, 
the therapist can move from one method to another within the same 
orientation (e.g., re-creative to improvisational methods within a humanistic 
orientation) or from one orientation to another within the same method (e.g., 
humanistic to psychodynamic orientations within an improvisational 
method). Or, moving from micro to macro, the therapist can focus ona single 
reaction of the client to a particular technique or intervention and realize that 
the model (e.g., Guided Imagery and Music) has to be adapted. Or, the 
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therapist can focus on one interaction within a group and realize the need to 
change from improvisational to re-creative methods. 

The implications of moving back and forth from macro to micro 
perspectives are quite liberating. Essentially, this gives the therapist the 
freedom (and permission) to work flexibly, even when following a particular 
model, method, orientation, or change process. The integrity of the work is 
derived from the mindfulness of the therapist, as he attends to the clients 
needs while moving between the micro and macro levels, implements the 
method while considering both levels, and evaluates client responses at both 
levels. 

There are countless ways of seeing music therapy practice in macro 
and micro terms. Here is an example of taking micro perspectives within a 
macro level. At the macro level, Guided Imagery and Music has a given form 
or larger frame: All sessions have the same basic components and sequence. 
Yet the therapist can work within each component of that form, at the micro 
level, with tremendous flexibility. During the relaxation induction, the 
therapist can be outcome-oriented and follow a predetermined, goal-specific 
induction, or the therapist can take a more experience-oriented approach and 
design the induction moment to moment, based on the client’s ongoing 
relaxation responses. Then, in the next part of the session, the music-imaging 
experience, the therapist can guide the client based on predetermined or 
long-standing therapeutic goals (foster interaction with others), and/or the 
therapist can guide according to whatever images the client presents moment 
to moment (the client is moving away from others). Then, at any time, the 
therapist may shift to a macro perspective and compare what is happening in 
a particular segment of the session with other GIM sessions with this client or 
with the entire therapeutic process of the client to date. 

Another way of thinking about macro and micro is in terms of 
orientations. Many approaches to music therapy are “centered” on a 
particular value. Some are music-centered; some are method-centered; some 
are evidence-based; some are culture-centered; some are resource-oriented; 
some are problem-oriented; and so forth. Reflexivity provides the flexibility 
to move the focus of one’s work from any one of these values to another, as 

dictated by client need. And in keeping with the macro and micro 
perspectives, the focus of the work can shift among and between experiences, 
interactions, parts of the session, single sessions, and groups of session. The 
primary assumption here is that some clients may need continuous work 
with only one of these focuses, whereas other clients may need work that 
shifts from one to another. Thus, it is not the therapist’s way of thinking or 
preference that determines the focus of working with the client, but the 
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client's needs as they shift from moment to moment and session to session. 
For example, a client-centered therapist may also need to be music-centered 
and evidence-based; an evidence-based therapist may need to be resource- 
oriented and context-oriented; and so forth. The “centeredness” of the work 
is the therapist’s decision alone—it must be based on what the client 
presents. 

This leads directly to the notion of integral practice. A therapist who 
continually moves his locus and focus of awareness while also moving 
between macro and micro perspectives gains myriad opportunities— 
regardless of method, model, or orientation—to consider various options for 
being responsive to the client. Following a method, model, or orientation 
does not automatically lead to one-way thinking or single-mindedness; it 
simply provides a matrix for integral practice. 

Because there are endless possibilities for the locus and focus of 
reflexivity within macro and micro perspectives, specific guidelines are 
needed to begin practicing in an integral way, especially for the neophyte. 
The next chapter is an attempt to simplify and reduce the complexities 
involved in integral practice, by presenting the basic parameters that have to 
be considered, as outlined in previous chapters. 


Answer to the Challenge 


The answer to the challenge posed at the beginning of the chapter is: SIX. Yes, 
the solution was to perceive IX not only as a Roman numeral but also as 
letters of the alphabet, and the last letters of the word “SIX.” Thus, all that 
was needed was a single curved line in the shape of an S. 
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Being Integral 


Integral practice is the therapist’s continual adjustment of his own way of 
thinking about and working with a client, to continually meet the emerging 
needs presented by the client as therapeutic priorities. An integral therapist 
stays reflexive at the macro and micro level and thinks the way the client 
needs him to think, not the way of thinking the therapist has already 
adopted; similarly, an integral therapist works the way the client needs him 
to work, not the way the therapist has already decided to work. An integral 
practitioner stays vigilant and open to responding to whatever client needs 
unfold as they unfold, creating a continual give-and-take of therapist and 
client following and leading each other. Likewise, an integral therapist can 
follow a protocol or model faithfully; modify the protocol to meet emerging 
client needs; use other relevant protocols if and when necessary; and 
establish a unique way of working with a client without using protocols. 
And being able to do all of this depends not only on the therapist's ability to 
be reflexive about himself in relation to the client, but also on his mastery of 
music therapy methods, orientations, and techniques. 

In common parlance, an integral practitioner is flexible rather than 
fixed and open-minded rather than single-minded, but in that flexibility it is 
possible to be fixed sometimes, and in that open-mindedness it is possible to 
be single-minded sometimes. Integral thinking and working is the opposite 
of one-way thinking and working, but includes them. 

To begin practice integrally, it is best to start with a decision tree that 
present questions and options at each step in the therapeutic process. What 
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follows is a summary of options that have been presented throughout the 
book. Notice that this is merely a different decision tree for the basic 
procedural steps of assessment, treatment, and evaluation. 


Identifying Participants and Contexts 


As one begins working with a client, it is important to be reflexive at the 
macro level—to see the big picture of how and where everyone involved is 
situated. First, identify who or what is the client. Is the client an individual, 
an entire family or relationship, and/or the sociocultural or physical 
environment in which the client lives? 

Then compare the client’s background and living context with your 
own. Where are the similarities in and differences between how you and the 
client view and live in your respective worlds? 

Next, identify other possible participants and consultants in the 
therapy process and situate or locate where they are coming from and how 
their backgrounds and contexts fit with the client’s and your own. 


Understanding the Client(s) 


This part of the process requires the therapist to change the locus and focus 
of his awareness in as many ways as possible, moving around the therapy 
room and the client’s personal world. If you step in the client’s shoes (locus), 
what would be your main concern (focus 1) during this therapy process or, 
more specifically, what would you want and need from the therapist and 
music? What resources do you hope to use in accomplishing your goal for 
therapy, and what resources do you want the therapist to acknowledge and 
help you to utilize (focus 2)? Going further, if you were the client, what 
would you want or need to change in your relatives, or family, or 
community, or society (focus 3)? Do you see your success in therapy linked 
to whether any of these contexts change? 

Of course, so far, all of these moves of locus and focus are aimed at 
empathizing with the client. But this is not enough. To understand the client 
as fully as possible, the therapist has to shift to other perspectives within and 
outside the therapy setting. If you were the client's parent or spouse (locus 2), 
what would be your main concem and what would you want or need from 
the therapist and the music (focus 1)? What resources would you want to 
bring to bear in helping the client (focus 2)? And if you were a member of the 
community or another segment of society, what would you want or need— 
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for the client to change or for the community or society to change (focus 3)? 
What resources would you want to bring to bear (focus 4)? Now continue to 
shift locus and focus until all parties and contexts have been considered. 

Last but not least, examine carefully what you as the therapist (locus 3) 
see as the client’s therapeutic needs, wants, and resources. Now decide how 
to fit all of these perspectives into a flexible set of goals for all parties 
concerned. 


Shaping Flexible Goals and Strategies 


Different strategies have to be used to address the unique needs and 
resources of each client. This means that the therapist must use different 
ways of thinking with clients who have different needs. The simplest and 
most economical way of shaping goals and strategies is to make the 
following determinations: 


1) Determine which goals are agreed upon as priorities of 
therapy for the client. When the target changes can be 
achieved in a predictable way and if the changes will be 
observable, use “outcome-oriented” strategies as previously 
defined. 

2) Determine which goals are unclear, and particularly those that 
the client has to identify and recognize. When the necessary 
change is not entirely predictable and the priority need or 
prerequisite for change is for the client to experience 
therapeutic alternatives in self or context, use “experience- 
oriented strategies” as previously defined. 

3) Determine whether the client's progress will be affected by her 
living situation or context, and when necessary, formulate 
goals for contextual changes that must be made. Decide 
whether outcome-oriented or experience-oriented strategies 
are most appropriate. 


Consider Levels of Directiveness 


Whether working in outcome, experience, or integral strategies, the therapist 
always has options to lead, co-lead, and follow the client. Consider how each 
of these aspects of the process will be formulated. Should the therapist: 
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e Set the therapeutic goals, co-determine the goals, or let the 
client decide the goals? 

e Direct the music experience, co-direct the experience, or 
follow the client's lead? 

e Direct the session, co-direct the session, or let the client direct 
the session? 

e Determine how the client's progress will be evaluated, co- 
determine the criteria, or let the client set the criteria? 


Using Music Experiences 


The first step at this juncture is to decide which facets of music experience will 
best address the client’s needs while also including her resources — physical, 
emotional, mental, relational, and/or spiritual. Along with this, the therapist 
also needs to decide the kinds of relationships that the client needs to form 
during the therapy process, that is, as a result of the shared music 
experiences. 

The second step is to decide which types of music experience (or 
methods) best address the client’s needs and resources. Does the client need 
to listen to, improvise, re-create, or compose music? Will you use a particular 
model (e.g., Nordoff-Robbins Music Therapy, Neurologic Music Therapy)? 

Then, depending on whether an outcome or experience strategy will be 
used, decide how the music will be used. When outcome strategies are used, 
music can be a stimulus, reinforcer, mediator, or target response; when 
experience strategies are used, the music can be a change process, a product, 
an aesthetic or spiritual experience, or a cultural resource. 

Use different ways of thinking during sessions, based on what the 
client needs in the moment, in the short term, and in the long term. 


e¢ When using an outcome strategy, consider the client’s need 
for open-ended experience and attention to context, even 
when following a particular method, model, or protocol. 

e When using an experience-oriented strategy, consider the 
client’s need to exhibit specific responses and to address 
contextual factors, even when the strategy is essentially 
nondirective. 


See the integral strategy outlined in chapter 17. 
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Take Different Roles as Therapist 


Depending on whether he is using an outcome, experience, or integral 
strategy and whether he has set goals for the client and/or the client’s context 
or environment, the therapist may take different roles at different points in 
the session or between sessions — again, as dictated by client’s needs. Possible 
roles are: 


e Expert 

e Scientist 

e = §=6Musician 

e 6Professional 

e Empath 

e Surrogate 

e Advocate 

‘e More-experienced learner 
e = Fellow citizen 


Decide Criteria for Evaluation 


Monitoring client progress and the effectiveness of the strategies used is 
essential to ethical practice. Several issues are relevant and must be resolved: 


e What kinds of change are most relevant to observe— exterior 
or interior changes or both—in the individual or the 
individual’s context or environment? 

e Are the changes expected to be short-term, long-term, or 
both? 

e Will the changes be manifested within sessions, outside of 
sessions, or both? 

e What types of evidence of change are appropriate— musical, 
nonmusical, or both? 

e Should the evidence be objective or subjective in nature or 
both? 

e Who should decide all of the above, the therapist, client, or 
both? 
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Shift Area or Level of Practice 


As therapy progresses and as the client meets initial goals, different 
therapeutic needs may emerge or evolve, and the therapist has to consider 
whether the primary area of practice (e.g., didactic) should be expanded to 
another area (e.g., psychotherapeutic) and whether the level of practice 
should be shifted (e.g., augmentative to intensive, or intensive to 
augmentative). 


Stay Reflexive 


All of the above decisions are subject to change at any time during the 
therapy process, based on what the therapist continually discovers from 
being reflexive. As detailed earlier, here is a short list of issues that must stay 
in the forefront of the therapist's attention. 


e Goal Integrity: Are client goals relevant, delimited, feasible, 
and appropriately specific? 

e¢ Method Integrity: Method-wise, have I adequately 
considered indications, contraindications, client preferences, 

. and the client's need for various supports? 

e Client Progress: Am I attentive enough to changes in the 
client, especially as they pertain to the methods that I am 
using? 

e Self-Awareness: Do I consider how my own psychological 
make-up may be affecting the client and the therapeutic 
process? 

e  Situating Self and Client: Am I aware of how similarities and 
differences between the client and me (e.g., environmental, 
interpersonal, and sociocultural contexts) may be influencing 
our work together? 

e Well-informed: Do I know enough about what I am doing? 

e Ethical Practice: Is my work consistent with ethical and 
clinical standards of practice? 
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Implications 
For Clients 


Most important, integral thinking and practice ensures that the client will 
have access to the full range of benefits of music therapy. This is the most 
compelling reason to avoid one-way thinking. In order to serve the client in 
the best way possible, a therapist cannot allow his own biases, his own 
limited way of thinking and practice, or those of his mentors to deprive the 
client from the full potentials of music therapy. In a sense, integral thinking 
and practice is a form of client advocacy, for it frees our thinking from 
unnecessary limitations. 


For Music Therapists 


There are ethical implications of one-way thinking, or limiting oneself to one 
model or method of practice. In whatever way one’s thinking or work with 
clients is limited, so must the therapist's practice be limited. For example, if a 
therapist uses only outcome-oriented strategies, or only improvisation, or 
only one model of music therapy, the therapist is ethically bound to not only 
inform potential clientele of these limitations, but also to clearly specify the 
indications and contraindications that result from this limitation. For 
example, if a therapist practices only Guided Imagery and Music, he has to 
refer clients who need Neurologic Music Therapy to another therapist; if the 
therapist uses only one method (composing) in only one area or level of 
practice, he has to fully inform all potential clients. In short, one-way is a 
limited way of working with clients, as the therapist must clearly identify 
indications and contraindications that his way of thinking imposes on the 
client and their therapeutic process. It is unethical to claim that one way of 
thinking or practicing fits all clinical situations or to claim that it will be 
effective in meeting all of the needs of a single client or an entire population. 
Integral thinking and practice may seem complicated, but once the 
proper mind-set has been established, it is a very freeing, creative, and 
responsible way in which to work with clients. In contrast, one-way thinking 
can prevent therapist and client from being successful in their work, and if 
this continues for any length of time, burnout is a very real danger. Not only 
will a therapist risk boredom with his own way of thinking and practicing, 
he will inevitably encounter many clients and situations that will render him 
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and his work ineffective. Sooner or later, this will undermine his own belief 
in himself and in music therapy. 

It is important for music therapy educators and supervisors to keep 
abreast of different ways of thinking as they evolve and prove beneficial and 
then present these ways of thinking to their students without bias. As leaders 
in training new generations, it is their responsibility to advocate for different 
ways of thinking and to lead the profession out of the vestiges of one-way 
thinking in practice, theory, research, and all other aspects of the discipline 
and profession. 

That said, it is easy to see that education and training at the bachelor’s 
level is inadequate. The field has grown so dramatically that it is impossible 
to pour all of the basic building blocks of integral practice into an 
undergraduate curriculum and internship. 
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CONCLUSIONS AND 
IMPLICATIONS 


For the Discipline 


Music therapy is too diverse and complex in clinical practice to be defined or 
contained by a single approach, model, method, setting, population, 
practitioner, or training program. Thus, to define music therapy in terms of 
only one of these is erroneous. 

Music therapy is conceived and practiced as an art, a science, and a 
humanity. Conceptions of it as an art can enhance the practice of music 
therapy as a science or humanity; conceptions of it as a science can enhance 
its practice as an art and humanity; and conceptions of it as a humanity can 
enhance its practice and conception as an art and science. In short, multiple 
conceptions enrich music therapy and narrow conceptions impoverish it. 
Moreover, to define music therapy in terms of only one of these is erroneous. 

Music therapy cannot be delimited or defined only in terms of a single 
area or level of practice. Thus, for example, didactic music therapy is not the 
entire discipline, nor is any other area of practice (e.g., medical, 
psychotherapeutic); similarly, a particular level of practice (i.e, 
augmentative, intensive, or primary) is not the entire discipline. Each area 
and level of practice is only a part of the whole and should not be mistaken 
for the whole of music therapy. Another way of saying this is that music 
therapy practice has a collective identity that both includes and goes beyond 
the individual identities of all practitioners. 

Music therapy is too diverse and complex to be embraced by a single 
theory of music, a single theory of therapy, a single theory of music therapy, 
or a single method of theorizing. And the same holds for research. Practice 

and theory are too diverse and complex to be served or contained by a single 
approach to research. Both quantitative and qualitative paradigms are 
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needed to address the full range of questions and problems that inhere in the 
discipline. 

Practice, theory, and research are interdependent and equally 
important; however, ultimately, each serves a different purpose. Music 
therapy is first and foremost a discipline of practice, with the specific 
purpose of helping clients to promote health. The purpose of research and 
theory is to enhance our knowledge about clinical practice and thereby 
facilitate its aims. 

This book has proposed an integral way of thinking and practicing that 
embraces the diversity of music therapy and suggested ways that this 
diversity can be conceived as potential options to be considered continually 
when working with clients. The key to integral thinking and practice is 
reflexivity. 


For the Profession 


Given the diversity and complexity of music therapy, it is impossible to 
prepare music therapists to practice all areas and levels within the confines of 
an undergraduate degree. Decisions must be made soon on the minimal 
education and training necessary for entry into the profession and for the 
practice of advanced models and levels of practice. Specific objectives for 
bachelor’s, master’s, and doctoral degrees must be redrawn to reflect the 
growth of theory, practice, and research in the field. 

Professional associations in music therapy have a responsibility to 
represent and promote ail areas and levels of music therapy or to state their 
delimitations in this regard in all published materials. The identity of music 
therapy that any association projects should be consistent with clinical 
practice, theory, and research, rather than with any professional image 
demanded in the current marketplace. In other words, the profession of 
music therapy has to define itself according to the discipline, rather than 
according to its socioeconomic or political environment. 

Similarly, music therapists have to define themselves in terms of where 
they fit within the discipline, that is, according to the specific areas and levels 
of music therapy they practice and their orientations with regard to research 
and theory. It is time to recognize that music therapists cannot be masters of 
the entire discipline—music therapy has grown far too much for this to be 
possible. We are all specialists in a vast and diverse field. Thus, music 
therapy can no longer be defined in terms of what I do, or in terms of what 
you do— it is what we all do, and it is constantly growing. 
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The Future of Defining 


Only time will tell whether the present need for defining music therapy will 
continue and whether this need will be urgent or meaningful enough to 
warrant another book like the present one. Much depends on the willingness 
of the music therapy community to continually consider its boundaries as a 
discipline and profession and its ability to identify the kinds of boundaries 
needed by such a field in the ever-changing cultures of healthcare, quality of 
life, and the arts. Perhaps matrices such as those proposed in this book will 
be capable of holding together the many different conceptions of music 
therapy that will emerge in the decades to come. On the other hand, attempts 
to expand or dissolve existing boundaries are already well under way, and it 
is just as likely that the seams of music therapy as presently conceived will 
burst and different internal and external boundaries will have to be drawn. 

The sword has two edges. From an altruistic or client-oriented 
perspective, music therapists must always consider whether new or 
expanded conceptions of the field will ensure safe, ethical practice; at the 
same time, from a more self-oriented perspective, there will also be a need to 
consider whether these conceptions will ensure the existence of music 
therapy as a viable “professional” practice. Ultimately, we can only serve 
clients in an ethical and safe way if we have the professional competence and 
status needed to do so. 


NOTES 


2A: Building on Cultural and Discursive Constructions of Music Therapy 
2B: Different Conceptions of Discipline and Profession 
5: Intervention— Deconstructed 
6A: Systematic— Deconstructed 
6B: The Fallacies of Holism 
6C: Nondirectiveness: An Illusion 
8A: Help —Deconstructed 
8B: The Role of Power in Therapy 
8C: Help and Hierarchy in Therapy 
9: Client — Deconstructed 
10: Promote Health— Deconstructed 
11: Music Experiences and Relationships— Deconstructed 
17: Dynamic Forces— Deconstructed 


18: Change— Deconstructed 
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NOTE2A 


BUILDING ON CULTURAL AND 
DISCURSIVE CONSTRUCTIONS 
OF MUSIC THERAPY 


Stige (2002) and Ansdell (1995, 2003) have made significant contributions to 
our thinking on the nature of music therapy and the issues involved in 
conceptualizing definitions of it. The purpose of this note is twofold. The first 
section focuses on accepting the basic premises of both authors and then 
moving those premises toward a more expansive approach to 
conceptualizing music therapy. The second section proposes specific ways 
that the important issues raised by both authors can be resolved in the 
definitional process. 


Expanding the Premises 


Each paragraph that follows begins with an important premise for defining 
music therapy and then expands or delimits the premise so that it lends itself 
to a more inclusive approach. 

Global or universal definitions of music therapy may not be possible; 
however, when significant commonalities are found in the definitions of 
various groups, societies, and cultures (see chapter 3), it may be possible to 
form a definition that is relevant to contexts larger than a local culture or 
discourse. When local vs. global contexts are seen on a continuum rather than 
as a dichotomy, some definitions are more local than others, and some 
definitions are more global than others. 
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Music therapy may not exist “out there” in reality, in a philosophical 
sense; however, it is an established practice and repeated interactional 
process that does take place in the real world across many different societies 
and cultures and is experienced directly by therapists, clients, and others 
who may observe the practice. Thus, we can at least propose that music 
therapy practice is a phenomenal or experiential reality like many other 
phenomena (e.g., music, love, sex) that similarly lack clear ontological status. 

All constructions are relative to the construer(s); however, some 
constructions are unique to individuals, and some are shared by larger 
groups, including societies and cultures. When constructions are seen on a 
continuum of unique to shared, some definitions of music therapy are more 
idiosyncratic and local than others, and some are more shared than others. In 
other words, all constructions are in the eyes of the beholder, but some 
constructions are in the eyes of one beholder and some are in the eyes of 
several. 

As constructions, neither individual or shared constructions may have 
any “truth” value, that is, they may not be verifiable by comparison to reality 
out there; however, some constructions are better than others in describing 
what therapists and clients consistently do and experience in music therapy 
across different contexts. Criteria are needed for evaluating different 
constructions of music therapy. 

Family resemblance is a fruitful analogy for identifying regularities 
and commonalities in both practices and constructions of these practices, 
especially if specific criteria are used to determine family membership and 
various levels of kinship. Such criteria must go beyond individual 
perceptions to include intersubjective and interobjective agreement. In 
addition, continuing in the metaphor, family membership and kinship must 
be established by criteria other than resemblance, such as progeny, genetics, 
and the distinct, even archetypal relationship patterns independent of culture 
(mother-child, father-child, mother-father). These additional criteria can 
reveal not only which individuals are related, but also which individuals are 
not related. In music therapy, then, family resemblance is one criterion of 
many that must be used to identify practices that are related as well as those 
that are not. 

Definitions of music therapy may be constructions that are essentially 
discursive in nature; however, they are not the only kinds of constructions 
involved in creating a definition. Music therapy is not only what we describe 
it to be linguistically, but also what we do and what we experience. Thus, 
criteria for evaluating any discursive construction need not depend only ona 
comparison with other discursive constructions; they can also be compared 
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to other kinds of constructions. Specifically, the value of any definition of 
music therapy need not be based only on its consistency with other 
definitions (or discourses); it may also be compared to what we do and/or 
what we experience as music therapy. 

Given the differences in how music therapy is practiced and defined, 
music therapy has been described as a group of related, situated practices, or 
even several distinct disciplines. What is proposed here is that music therapy 
is more than a limitless collection of culturally differentiated practices—with 
no “whole” capable of superseding or subsuming the parts or the wholes. 
Moreover, some constructions of music therapy are more inclusive or holistic 
than others. The task of defining music therapy, then, is not to describe its 
myriad and potentially endless variations, all of which are accepted as equal 
in value, but rather to develop better, larger, and more holistic constructions 
of it. If the definition is to be inclusive while also differentiating parts and 
wholes, the definer has to recognize that hierarchy is more inclusionary than 
heterarchy and that heterarchy is more exclusionary than hierarchy. 
Hierarchy values both horizontal (part-part) and vertical (part-whole) 
relationships; heterarchy values horizontal over vertical relationships. The 
reason is that for the heterarchist, vertical relationships imply value 
judgments (one level of a hierarchy is judged to be higher or better than 
another), and these value judgments can be oppressive. So in the end, 
hierarchy includes heterarchy (and egalitarianism), but heterarchy does not 
include hierarchy. And we can further say that whereas the “shadow” of 
hierarchy is oppression, the “shadow” of heterarchy is denial of potential 
relationships within diversity. 

All individuals are subject to sociocultural, linguistic, and 
environmental influences; however, these contexts are not the sole 
determinants of what individuals think, believe, or do—nor are they 
necessarily “determinants” in a positivistic sense. Despite whatever 
constraints society, culture, language, and environment may present, every 
individual has the free will and power to respond to these constraints in 
different ways. Furthermore, each individual is also influenced by a host of 
other contexts that are unique to the individual, such as personal experiences 
and knowledge, preferences, family, genetics, body characteristics, 
personality, and so forth. Thus, each individual must be seen within both 

individual and collective or contextual contexts. The individual is not the 
collective; rather, the individual is a unique person who exercises free will 


and power within the potential constraints of a unique set of personal, 
sociocultural, and environmental contexts. 
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An Alternative Approach to 
Defining Music Therapy 


Co-Construction 


In addition to being socioculturally or linguistically constructed, our 
conceptualization of music therapy can also be also based on our direct 
personal experiences of it as therapist and client and upon what other music 
therapists and clients have told us or written about it. Thus, our constructions 
are not merely “determined” by our embeddedness in different contexts; we 
also have the ability to create our own individual constructs based on our 
own unique personal encounters in music therapy and our interactions with 
others who have their own unique encounters. What I am proposing, then, is 
that definitions of music therapy are “co-constructed.” That is, each of us 
creates his or her own constructs of music therapy by assimilating or 
accommodating our experiences of it with the experiences of others, while 
also addressing the various sociocultural and linguistic contexts that can 
influence us. How else can we explain the significant differences found in 
definitions of music therapy created by people who share the same 
sociocultural space and language? 

Co-construction implies that the comparison and integration of 
different constructs is not only possible but ongoing —it is the method we use 
every day to create individual and collective knowledge. One might 
conclude that this actually increases rather than decreases relativism, as there 
are now more unique definitions of music therapy. Not so. We now have 
built-in criteria for evaluating all constructs. If we assume that what we know 
is constructed and mediated by the relationship between knower and known 
and regardless of whether music therapy actually exists in the real world, we 
can compare and evaluate our individual constructs with our direct 
experiences of music therapy (as when writing this book), we can compare 
our individual constructs with the constructs of others (as in the 
deconstruction party), we can compare and evaluate the constructs of others 
with our own direct experiences (as when writing this book), and we can 
compare and evaluate the constructs of others who share the same 
sociocultural space or language (as in chapter 5). 

This enables us to recognize that all constructs are not equally “good” 
and that endless variations within a particular context are not all equal in 
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value. We now have the means of identifying which are “better” and thereby 
propose a hierarchy of constructs, where some subsume and are subsumed 
by others based on their relative scope and value and where we can begin to 
see part-whole relationships that are integral to all organized knowledge. 

The criterion for evaluation is not the relationship between what is 
known and the object itself (empiricism)—we are not asserting that 
constructs are better because they match what music therapy is in reality. 
Instead, the criterion for evaluation is intersubjectivity— we are asserting that 
constructs are better if agreements can be found: 


1) between knowers and their personal knowns: when I compare 
my constructs and discourses with those experiences I have 
had that underpin or relate to them. 

2) between knowers and knowers: when I compare my 
experiences and contexts as a knower with your experiences 
and contexts as a knower and/or those of others. 

3) between known and known: when I compare your constructs 
and discourses with your constructs and discourses and those 
of others. 

4) between various combinations of knowers and knowns as 
described above. 


The above criteria require both “intersubjective” agreement (knower to 
knower) and “interobjective” agreement (knowns to knowns). We pursue 
knowledge not only by comparing knowers to other knowers as subjects in 
different contexts, but also by comparing what is known (i.e., constructs and 
discourses) as objects created by different subjects. In this way, knowledge 
becomes autonomous—it is not embedded in or determined by specific 
knowers, contexts, constructs, or discourses. Instead, it transcends any one of 
these sources and stands alone through the various combinations and 
groupings of those that are in agreement. 
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NOTE 2B 


DIFFERENT CONCEPTIONS OF 
DISCIPLINE AND PROFESSION 


In 2002, Stige proposed a new definition of music therapy in light of the 
emerging area of practice known as community music therapy. Included was 
a reconceptualization of “discipline” and “profession” as previously 
Presented by the author (Bruscia, 1998a). This note presents both 
conceptualizations. 

Stige (2002) proposes that “music therapy as a discipline is the study 
and learning of the relationship between music and health” (p. 198), which 
makes music therapy a much broader discipline than the present definition 
describes (a specific area of practice combining music and therapy). His 
definition of professional practice is also broader than the present one. 
“Music therapy as professional practice is situated health musicking in a 
planned process of collaboration between client and therapist” (Stige, 2002, p. 
200). Situated means belonging to an evolving sociocultural context; health is 
a quality of interaction and activity that is empowering; and musicking is 
engaging in music experience as a dialogic medium. 

Stige includes the following subfields in the discipline of music 
therapy: 


e The relationship between music and health: as manifested 
phylogenetically (biological and evolutionary perspectives), 
as seen in the cultural history of music healing and music 
therapy; and as manifested ontogenetically in life span 
development of individuals in and through music. 
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e Nonprofessional and everyday uses of music for health 
purposes. 

e Research on the professional practices of health promotion 
through music and on the “curative” practice of music 
therapy. 


Stige does not include three components of the discipline considered central 
to the present definition, while the present definition excludes some of the 
central components of his definition. The three main components of the 
present definition are: 


e The professional practice of music therapy. This excludes the 
professional or nonprofessional uses of music in the 
promotion of health outside of a therapist-client relationship. 

e The theory of music therapy practice. The relationship 
between music and health as manifested phylogenetically, 
culturally, historically, and ontogenetically is regarded here 
as “foundational” fields to music therapy theory, but not 
part of the discipline itself. 

e Research on music therapy practice. Here, too, research on the 
relationship between music and health is considered 
“foundational” to music therapy research, but not a part of 
the discipline itself. 


There are other differences. Stige’s definition expands the discipline to 
include nonprofessional practices, whereas the present definition delimits 
the discipline to only professional practices. His definition casts the 
discipline as primarily academic (a field of study and learning, theory and 
research), rather than a discipline that is primarily practical or clinical. 

Central to the present conceptualization, music therapy is a discipline 
that has professional practice as its core—its focus is primarily clinical, with 
theory and research as the buttresses to practice. These three are integral to 
one another. Professional practice informs and is informed by theory and 
research, and theory and research inform and are informed by professional 
practice. They also must be balanced. Practice cannot supersede theory and 
research, and theory and research cannot dominate over practice. 

Given the greatly expanded boundaries that Stige outlines for the 
discipline, his definition of professional practice is also broader than the 
present one. “Music therapy as professional practice is situated health 
musicking in a planned process of collaboration between client and therapist 
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(Stige, 2002, p. 200). To understand what is included in this definition, Stige 
makes a distinction between “curative practices” (clinical music therapy) and 
practices of care, prevention, habilitation, and rehabilitation. He goes on to 
say that he does not consider “curative practices as the ‘purest’ form of music 
therapy or as the main exemplar constituting the discipline and profession” 
(p. 203). He further makes distinctions in practice based on whether the goal 
is “health promotion, cure of disorder, or elevation of quality of life” (p. 204). 
It is important to note that in Stige’s conception, theory and research do not 
appear to be as integral to professional practice as in the present conception. 
Other interesting differences are that the author subsumes practice under the 
discipline rather than the profession and that the boundaries of the 
profession do not overlap with the discipline. 

Ultimately, a comparison of Stige’s and the author's ideas about music 
therapy suggests that Stige prefers to expand or even suspend the boundaries 
and limits imposed by the present conceptualization. 
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NOTE5 


INTERVENTION — DECONSTRUCTED 


In the 1998 book, I defined intervention as follows: 


To intervene is to act upon someone or something in order 
to change the existing situation and thereby alter the course 
of events. It implies that a condition already exists and that 
something is being done to abate or remedy it so that the 
anticipated outcomes are modified in some way. When 
understood in terms of its Latin roots, to intervene is to 
come between the various forces operating with a particular 
circumstance in order to affect them in some way. Thus, in 
terms of therapy, to intervene is to come between or 
mitigate those forces in the client’s life that are affecting 
his/her health. (Bruscia, 1998a, p. 37) 


Defining music therapy as a process of “intervention” and defining 
intervention as I did was distasteful to many participants in the 
deconstruction party. One participant felt that the term is more militaristic 
than therapeutic in tone, thus implying that the music therapy process is 
designed to somehow use “force” to change the client as intended by the 
music therapist. This in turn suggests a hierarchy and power differential that 
was oppressive to the client. While these implications were certainly not 
intended in my choice of the word, I completely understood and agreed with 


these objections, especially when I realized that the 1998 definition also 
actually included the word “force.” 
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Another objection was that, as defined, “intervention” implies that the 
therapist actually positions himself and his efforts between the problem and 
the client. This implies that the therapist is serving as a buffer or protector of 
the client and that by keeping the client away from the problem, the therapist 
ends up being the one actually fighting and resolving the problem on behalf 
of or instead of the client. Although I can agree with these objections to some 
extent, the main question for me was, are there clinical situations when the 
therapist is in fact called upon to intervene, protect, and act on behalf of the 
client? Obviously, there are—the term “intervention” is quite appropriate in 
certain areas of music therapy practice, and it is frequently used very aptly to 
describe what the music therapy does. Clearly, however, the term did not 
apply to some areas and orientations of practice that were of prime interest to 
my colleagues. 

As the dialogues moved into other topics, I was left with two main 
concerns about the use of intervention. First, the term carries many 
unintended but undesirable connotations of power, hierarchy, and client 
passivity. Second, although it is appropriate to some areas of practice, it is 
not appropriate for others. Thus, using the term would be exclusionary. 

So ... out went the word “intervention.” 
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NOTE6A 


SYSTEMATIC—DECONSTRUCTED 


Describing the process of music therapy as “systematic” was troublesome for 
some participants in the deconstruction party because it implied a certain 
rigidity or inflexibility that did not characterize certain areas of practice or the 
realities of working with unpredictable clients or in chaotic situations or 
surroundings. For them, systematic implied that the therapist always knows 
what will and should happen from moment to moment and is always in 
complete control of the clients, the music experience, and the direction and 
structure of the session. The word was associated with terms like rigid, 
narrow, and precise. Some colleagues felt that systematic seemed more 
appropriate for biomedical and behavioral orientations to practice. 

The 1998 definition had defined systematic as “methodical, purposeful, 
temporally organized, knowledge-based, and regulated.” My colleagues 
pointed out that it is nearly impossible to meet all of these criteria in every 
situation. For any variety of good reasons, a therapist may only be able to be 
purposeful and knowledge-based but not methodical or temporally 
organized —or vice versa: In some situations, a therapist can be methodical, 
temporally organized, and even purposeful but have no clue where the 
method will lead the client or the session. Put another way, in reality, music 
therapy sessions are sometimes fragmented or disorganized, but still goal- 
directed; clients may ignore or interfere with any structure that the therapist 
may try to give to the session, and some music experiences are themselves 
only loosely organized and thus open to surprise and change. 

In stark contrast, some participants felt that it was necessary to convey 
the care and intentionality used by music therapists in developing their 
treatment plan. Moreover, given that both music and therapy are by their 
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very nature spontaneous, creative, and intuitive, a challenge for practicing 
music therapy is to reconcile these qualities with being systematic in some 
way. 

My first response to the discussion was eliminating the adjective 
altogether and letting “process” stand on its own. My preference, however, 
was to find another adjective that could somehow embrace all of the ideas 
that had been proposed. 

A key consideration was to clarify whose process needed to be 
described more fully by this adjective. It was neither the client’s process nor 
the “music process.” Thus, its purpose must be to describe the therapist’s 
process and in particular the therapist’s roles and responsibilities in that 
process. So I asked myself: What must the process be like when the therapist 
is working with the client in an effective and ethical way? 

My own immediate answer was “self-aware,” and the first word that 
came to mind was “self-reflective.” My colleagues agreed enthusiastically 
with this idea but proposed dropping “self’ and using only “reflexive.” 
Dropping “self” implies that the therapist must be not only self-aware, but 
also aware of the client and all aspects of the therapy process as well. This 
level of self-awareness goes beyond the traditional notions of therapist 
countertransference, congruence, and authenticity; moreover, “reflexive” is 
not tied to any theoretical orientation as the others are. In addition, 
“reflexive” is a term commonly used to describe a responsible, ethical 
researcher and serves as an actual criterion for ensuring the integrity of the 
research itself. 

For me, this term highlights the need for music therapists to 
continually self-monitor the theoretical, empirical, practical, and ethical 
implications of their work with clients. To be appropriately systematic, one 
must be reflexive about all aspects of the therapeutic process. So my thinking 
was that “reflexive” is more inclusive (and demanding) than systematic, 
while also pointing even more emphatically to the main things that therapists 
have to monitor as they work. 
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NOTE 6B 


THE FALLACIES OF HOLISM 


An insidious danger for therapists is the fallacy of holism—that the therapist 
is addressing most of the client’s needs or that therapy will benefit the client's 
whole being. Being holistic is an ideal that is impossible to ever fully 
accomplish. Therapists simply do not have the ability to understand all of a 
client’s therapeutic needs and potential remedies. Certainly we can strive to 
conceive of persons in their wholeness and as comprehensively as possible, 
but as soon as we presume success, that we have in fact thought of and taken 
care of everything that the person needs, we run the risk of inauthenticity— 
in all likelihood, we have not perceived or accomplished all that we thought 
we did. For example, an activity music therapy session cannot actually meet 
the physical, psychological, interpersonal, sociocultural, and environmental 
needs of a client—even if there is a separate activity for each. It is one thing to 
address these needs and another to actually fulfill them. A therapist has to be 
realistic and honest about what music therapy can and cannot do for the 
client; otherwise, he risks being unethical. 

Another problem in trying to be holistic is that it scatters and fragments 
the focus and efforts of both client and therapist and thereby risks the 
effectiveness of therapy. In fact, holistic thinking is somewhat antithetical to 
formulating clear, achievable goals and then accomplishing them. In trying 
to achieve too many diverse goals, there is a danger that none of them will 
be accomplished satisfactorily. Thus, authenticity is most likely to 
be accomplished when the goals of therapy are sufficiently focused 
and delimited to meeting needs of the client that are a priority and to 
being achievable by client, therapist, and the therapy process. 
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Another remedy for holistic overreaching is to make clear distinctions 
between direct and indirect benefits of therapy and to limit the goals of 
therapy to only direct benefits. 

Authenticity of goal, then, requires the therapist to continuously 
evaluate whether the adopted goals can be achieved to a sufficient degree 
while also meeting needs within reasonable limits. From an ethical 
perspective, this means that the therapist is not making exaggerated claims 
about the potential benefits and scope of therapy. 
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NOTE 6C 


NONDIRECTIVENESS: 
AN ILLUSION 


The very word “directiveness” carries connotations that are unreasonable. 
The main assumption, especially among therapists, is that when one is 
directive, a hierarchy has been established and that the person directing is 
taking power over the person being directed. This not only is fallacious, but 
also leads to a dangerous form of inauthenticity. 

It is literally impossible to be completely nondirective, either as a 
therapist or a breathing human being who interacts with others. To some 
extent, every interaction is a directive of some kind because each person is 
impinging on or influencing the other person in a mutual way. We call it an 
interaction because the actions of two people are intertwined and 
interdependent in some way — the actions are influential or directive in some 
way. If this were not true, each person’s response would not be “responsive” 
to the other person, and one person would not make any sense to the other. 
A true interaction is not even akin to the “parallel” play of children when 
they play the same thing but independently of one another. 

Thus, for a therapist to claim that he or she is completely nondirective 
is inauthentic, as there are bound to be areas of the work where he is 
unaware of how or when he is being directive. This is particularly ubiquitous 
in experiential therapies, and especially music therapy, where the client and 
therapist make music together. In fact, what we know about musical 
interaction as music therapists provides great insight into the nature of 
directiveness and how subtle it can be. The main thing of importance is that 
we always listen for how one player or one player’s music affects the other 
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and how the music is a continuous ebb and flow of listening and reacting, 
and leading and following. And the more difficult it becomes to recognize 
who is leading and following, the more we move toward the perfect example 
of jointly directed (or interactive) music-making. The big insight here is that 
both client and therapist direct and both client and therapist lead. We are 
now ready to define directiveness. 

Directiveness in an individual session depends upon the extent to 
which the therapist takes full, shared, or no responsibility for various aspects 
of the therapy process and accordingly gives the client full, shared, or no 
responsibility. The main aspects of individual therapy to consider are: 


e Who sets the goal: therapist, client, or both? 

e Who directs the music: therapist, client or both? 

e Who directs the session: therapist, client, or both? 

e Who determines evidence for client change: therapist, client, or 
both? 


In group work, many more aspects must be considered: 


e Who sets ground rules for participation? 

e Whoestablishes goals, agendas, or themes for the session? 
e Who determines the group’s activities, media, or materials? 
e Who organizes interactions or assigns roles and relationships? 
e Who leads the music experience? 

e Who leads the verbal discussion? 

« Who keeps the group on task or topic? 

e Whoensures that communications are understood? 

e Who provides instructions and models? 

¢ Who provides emotional support? 

e Who gives feedback or interprets? 

e Who initiates problem-solving? 
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NOTE 8A 


HELP—DECONSTRUCTED 


In the 1998 definition of “help,” the therapist was identified as a person in the 
relationship who offers his expertise and services to help the client with a 
health concern. This relationship between helper and helped was contractual 
and not reciprocal. The nature of help was described as this: 


... music and the therapist combine their resources to 
provide clients with opportunities for receiving 
empathy, understanding, validation, and redress; for 
verbal and nonverbal self-expression, interaction, 
and communication; for feedback on themselves and 
insights about their lives; for motivation and self- 
transformation; and for direct assistance and 
intervention.” (p. 21) 


Surprisingly, despite this elaboration on the meaning of help, the mere use of 
the word as the defining feature of the therapist-client relationship set off 
controversy among the participants in the deconstruction party. In fact, of all 
parts of the 1998 definition, this was the most hotly debated term. An 
explanation follows. 


Therapy Is More Than Help 


Many participants suggested that “help” be replaced with either 
“collaborating” or “working together.” Once again, the purpose was to 
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prevent portraying the client as a powerless or passive recipient of the 
therapist’s efforts. On the other hand, it was quickly pointed out that some 
clients do not have the awareness, intentionality, or ability needed to 
collaborate or work with the therapist on therapeutic goals. Thus, these terms 
did not reflect or include important areas of practice. 

Participants also suggested that therapy was not just about helping, but 
also about guiding, witnessing, suffering with, valuing, and—most 
important— caring about the client. There was very little argument here. 

As a result of this discussion, I decided to expand on my description of 
help to include or better highlight these suggestions, that is, if I decided to 
retain help in the definition at all. 


Troubling Connotations 


Once again, my colleagues objected to the connotations of hierarchy. The 
main objection was that “help” implied an inequality between therapist and 
client with regard to competence, expertise, knowledge, and power. I 
countered that even if help is construed as a hierarchical undertaking, it 
cannot be generalized that every form of help casts the helper as more 
competent, expert, or knowing than the person being helped. Children help 
parents, students help teachers, friends help friends, and even clients and 
patients help therapists. 

A very enlightening discussion ensued on the qualities or abilities that 
differentiate therapists and clients within a therapeutic relationship. 
Agreement was reached on two points. First, a helping relationship does not 
necessarily imply that the helper has more competence, expertise, or 
knowledge than the person being helped. Most often, the helper and helped 
have different qualities or abilities that complement one another in a joint 
undertaking. Thus, a therapist can “help” a client because the therapist and 
client have different competencies and different areas of expertise, and they 
know about different things. As individuals, they even have different 
strengths, weaknesses, resources, and challenges. In a_ therapeutic 
relationship, therapist and client complement one another in what they know 
and what they can do, and when this complementarity is put in place, the 
goal of therapy, whether formulated by client or therapist, can be 
accomplished in a synergistic way. 

Second, there is a difference between having power over someone or 
something and having the power to do something for oneself or another 
person (Sprague & Hayes, 2000). This is an extremely important distinction 
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in understanding the respective rights and powers of client and therapist. An 
ethical therapist does not take power over the client unless safety is an issue, 
nor does the therapist have power to make the client change or do something 
considered therapeutic. Instead, the therapist has the power to help the client 
to do what the client has the power to do. Conversely, the client does not 
have power over the therapist, but has power over various aspects of her life, 
as well as the power to do many things to better that life. See Note 4A fora 
more detailed discussion of power issues inherent in the client-therapist 
relationship. 
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NOTE 8B 


THE ROLE OF POWER IN THERAPY 


Power is ubiquitous and necessary; without it, we could achieve nothing. 
Yet, power can be perceived and applied in both positive and negative 
ways—to enhance or abuse or to liberate or oppress. 

Taking an essentially negative view, feminists and postmodern 
thinkers have focused primarily on the potential evils of power—when 
unconsciously ingrained in an individual or when insidiously embedded 
in a sociocultural structure. In contrast, existential thinkers have 
recognized the positive potentials of power. They examine how the 
individual uses power and free will to enhance well-being in physical, 
psychological, and social worlds. 

Inasmuch as many of the participants in the deconstruction party 
share the feminist or postmodern concern over the potential abuses of 
power, and particularly within a therapeutic relationship, it seems 
logical to counter these concerns with a more balanced consideration of 
power, as advanced by the existentialists. 

The main purpose of this note, then, is to show how 
“authenticity” (the goal of existential therapy) can clarify and enhance 
“empowerment” (the goal of feminists and other postmodern 
thinkers). 


Authenticity 


A central concept in existential thinking is authenticity. The term is 
widely used to describe the primary condition for health and well-being, 
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and as such is the most important goal of all forms of existential therapy. 
Authenticity involves recognizing the powers and freedoms that one 
does and does not have and then taking responsibility to act in a way 
that is consistent with these powers and freedoms. Conversely, 
inauthenticity (or “bad faith”) involves believing that one has powers 
and freedoms that one does not have or believing that one does not have 
powers and freedoms that one does have and then either not taking 
responsibility for acting accordingly or ‘not acting in ways that are 
consistent with the powers and freedoms that one has. 

Finally, authenticity depends upon the important distinction made 
by Sprague and Hayes (2000), and later applied by Rolvsjord (2020) 
between having “power over” something, and having the “power to” do 
something. This will become clearer in the next section. 


The Authenticity of Empowerment 


A healthy client-therapist relationship requires a continual striving 
toward authenticity by both therapist and client, in relation to both the 
self and the other and particularly around issues of both power and 
freedom. The following five axioms are most likely to ensure that both 
therapist and client remain authentic during the therapeutic endeavor. 


(1) All clients, like all human beings, have “power over” some of their own 
health needs, but not necessarily all of them. 


It is inauthentic for therapists and/or clients to assume that the clients are 
powerless over all of their own health needs and therefore need to be 
empowered by the therapist or therapeutic process to gain the necessary 
power. Similarly, it is inauthentic for therapists and clients to assume 
that the clients have power over certain health needs that they do not. 

A priority for both therapist and client, then, is to identify which 
health needs the client has the power to address and which the client 
does not. Accordingly, the goal of therapy may be to “help” the clients 
identify and seize the health powers that they do have, or it may be to 
“help” the clients acknowledge and come to grips with those health 


powers that they do not have. Thus, empowerment is not always a 
relevant goal of therapy. 
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(2) All clients have the free will to address those aspects of their health that are 
within their power, but not those that are not. 


It is inauthentic for therapists and/or clients to assume: (a) that the clients 
do not have free will over those aspects of health within their power 
when they do, or (b) that clients do have free will over those aspects of 
health that are not within their power. 

The process of therapy is itself a search for viable and preferable 
alternatives. Thus, both therapist and client continually work to identify 
the various options that the client has in addressing her health need, to 
evaluate the potential effectiveness of each option in addressing that 
health need, and to take full responsibility for choosing the most viable, 
preferred option. 

The client may or may not need help from the therapist in 
accomplishing any of these therapeutic tasks. 


(3) All clients have ultimate responsibility for addressing their own health needs 
that are within their power, but not for those that are not within their power. 


It is inauthentic for the therapist and/or client to hold clients responsible 
for making health changes that are not within their power or to not hold 
clients responsible for making health changes that are within their 
power. 

The success of therapy depends ultimately on clients taking 
responsibility for making the changes necessary to optimize their health. 
Clients may or may not need the help of a therapist to motivate self- 
change and to take responsibility for making or not making that change. 


(4) Therapists have the “power to” help the client address certain health needs, 
but not others. 


It is inauthentic for therapists and/or clients to assume: (a) that the 
therapist has the power to address all of the client's health needs when 
they do not, or (b) that the therapist does not have the power to address 
certain health needs, when they do. 


(5) Therapists have the “power to” motivate the client to address those health 
needs within the client's power, and even to “influence” the client in the process, 
however, therapists do not have “power over” the client's free will. 


294 Notes 


It is inauthentic for therapists and/or clients to assume that the therapist 
has power over the client in the process of health promotion. 


Implications 


Both therapist and client have certain “powers over” and certain "powers 
to" promote the client's health. It is inauthentic to underestimate or 
overestimate the powers (resources) of either party. It is also inauthentic 
to assume that the differences in powers of the therapist and client are 
necessarily disparities in the “amount” of their power. Therapy is a 
process of appropriately utilizing the different powers (resources) that 
the client and therapist bring to the health promotion process. 

Both therapist and client have free will to do whatever is in their 
power. Each party only has “power over” him/herself. It is inauthentic to 
assume that there is a hierarchical power disparity between therapist and 
client and that the therapist and client have “power over” one another. 

Generalizations about therapist and client with regard to power 
and freedom lead to inauthenticity: All clients are not powerless, and 
every client is not all powerful; all therapists are not powerless, and 
every therapist is not all powerful. All clients have free will, but not over 
all aspects of their health and not over the therapist; all therapists have 
free will, but not over all aspects of their own health and not over the 
client or the client's health. 

When a person does not have the power and/or freedom to 
promote her own health, she may be in need of “help” from a therapist. 
The therapist’s help may consist of helping the client to recognize and 
take responsibility for her own power or lack thereof, while also helping 
the client to exercise her free will over those aspects of health that are 
within her power. 

The above premises about authenticity with regard to power also 
apply to help. Briefly, it is inauthentic to assume that the therapist is 
helping a client when he is not, and it is also inauthentic to assume that 
the therapist is not helping a client when he is. 
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NOTE 8C 


HELP AND HIERARCHY IN THERAPY 


Hierarchies have been used throughout history as a vehicle and justification 
for oppression. Too often, people on the top rungs of the hierarchy have 
garnered more power, riches, or status than those under them and then used 
their advantages to oppress, control, or devalue those on the bottom rungs. 
There is no argument here. Hierarchies can, have been, and continue to be 
used for such purposes. 

One of the objections to including “help” in the definition of music 
therapy is that the term implies a hierarchical relationship between therapist 
and client that can easily become oppressive to the client. If so, then defining 
the therapist-client relationship as essentially a helping one, as done in the 
1998 definition, is misleading, and the phrase “therapist helps client” should 
be deleted or reworded. 

The purpose of this note is to examine the logic of automatically 
linking help with hierarchical oppression. I will do this by offering two main 
arguments: (1) hierarchies are unavoidable, and (2) not all hierarchies are 
oppressive. 


Hierarchy Is a Natural Order 


Wilber (1996) asserts that all of reality is composed of hierarchical whole-part 
relationships, organized both horizontally (through linking) and vertically 
(through ranking). “A natural hierarchy is simply an order of increasing 
wholes, such as particles to atoms to cells to organisms, or letters to words to 
sentences to paragraphs. The whole of one level becomes a part of the whole 
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of the next” (p. 28). Thus, in this hierarchy (or what Wilber calls holarchy), 
every part is itself a whole and simultaneously part of another whole—a 
structure that forms the very basis for “holism.” 

Many feminists and eco-philosophers object to the ranking or vertical 
aspect of the holarchy and propose that it be replaced with a linking or 
horizontal worldview. Wilber argues that it is impossible to avoid hierarchy 
and that their view is itself hierarchical—they are “ranking” worldviews by 
asserting that linking (horizontal relationships) is better than ranking (vertical 
relationships). In so doing, they are denying that their worldview is in fact 
hierarchical. 

Building on Wilber’s observation, all ranking that asserts or implies 
that one way of being or relating is better than another is essentially 
hierarchical. Thus, the concept of health itself is hierarchical— it is based on 
the notion that becoming “whole” or “well” or “resilient” or having more 
possibilities is better than being incomplete, unwell, or susceptible. In fact, 
the very idea of promoting health is to assume that there is an alternative to 
one’s present health status (however defined) and that this alternative is 
preferable. If one status is preferred (or valued more highly than another) 
and if efforts are made to attain the higher status, promoting health is 
moving up a hierarchy that involves ranking one level higher than another. 

This in turn suggests that therapy is also hierarchical. The client 
presumably goes to therapy to attain a higher health status—to move herself 
or her health status “up” the holarchy (what Wilber calls self-transcendence), 
and the therapist agrees to participate in some way in the client’s process of 
moving upward in the health hierarchy. In fact, therapy can be defined as the 
client and therapist identifying and implementing “preferred alternatives” 
for the client’s health. Because the preferred alternatives are presumably 
better than the unpreferred ones, therapy unavoidably involves moving up a 
hierarchy or holarchy. 

Admittedly, there are some ways in which a therapist can work with 
clients that are more hierarchical than others; however, much depends on the 
client. Let us look at three main ways of working: (1) helping the client, (2) 
empowering the client, or (3) bearing witness to the client. 

Helping the client in therapy is unavoidably hierarchical to some 
degree, and particularly with clients who are more rather than less 
vulnerable. When taking a helping role, the client needs or is seeking better 
health, the therapist agrees that the client should pursue these goals, and the 
therapist assumes that he has the resources or abilities needed to help the 
client achieve that health status. The therapist is the helper, and the client is 
the one being helped. The therapist has the resources needed to help the 
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client, and the client has the resources to help herself with the help of the 
therapist. Of course, with highly vulnerable clients, such as those who are 
unable to respond cognitively, emotionally, or physically, the therapist has to 
take a more active helping role than with those who are less vulnerable or 
able to make self-determinations. But the therapist is still in a helping role 
that can be considered to some degree hierarchical. 

Empowering the client in therapy is equally hierarchical. When taking 
an empowering role, the client needs or is seeking better health, the therapist 
agrees that the client should pursue these goals, and the therapist makes two 
assumptions: (1) that the client needs power to achieve these goals, and (2) 
that the therapist or the therapeutic process has the “power” to empower the 
client. Asserting that the client needs to be empowered is no less hierarchical 
than asserting that the client needs help. The main difference is that helping 
the client can involve all kinds of assistance and support (even 
empowerment), whereas empowerment is a rather narrowly defined role for 
the therapist. To what extent is power the antidote or solution to most of 
life's dilemmas? In a sense, the goal of “empowerment” seems both 
presumptive and reductionistic in comparison to helping. 

The third option, “bearing witness to the client,” is the least 
hierarchical. It implies that the client does not need help or empowerment in 
the process of optimizing health and that the therapist need only offer his 
attentive presence and support as the client works everything out. This role is 
the most “horizontal” and egalitarian in nature. This option can go in two 
very different directions. It can lead to a therapist-client relationship of 
mutual respect wherein the client wants and needs the expertise of the 
therapist to support her work, or it can lead to a kind of personal 
relationship, very much like that with a friend who sits at your side during 
hard times but minds his or her own business. Bearing witness within a 
professional relationship is the only viable option when considering the full 
spectrum of clients served by music therapy. Most clients need more than 
just a friend, and when they do, the most pertinent question is whether they 
should contract or pay a professional therapist to be that friend. 


Not All Hierarchies Are Oppressive 


Even when the therapist's help is hierarchical to some degree, it does not 
mean that as the helper, the therapist is necessarily at the top of the hierarchy, 
and that the client as the person being helped is necessarily at the bottom, or 
that the hierarchy created is inherently oppressive. Parents help children, but 
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children also help parents; teachers help students, but students also help 
teachers; employers help employees, but employees also help employers. 
Thus, one cannot assume that the disparity (or hierarchy) between helper 
and helped can always be described as potentially oppressive to the person 
being helped. Helping someone is not necessarily oppressive, and being 
helped is not necessarily being oppressed. The helper has certain needs and 
resources, the helped person has certain needs and resources, and when they 
work together, it is not a matter of one person being better or more powerful 
than the other. 

Obviously, then, there are many different kinds of hierarchies, and they 
can be used for many different purposes and in many different ways. For 
example, parents and children are in a hierarchical relationship, and this 
hierarchy makes it possible for parents to protect, nurture, and take care of 
their children. In terms of the present discussion, parents can also help and 
empower their children to grow and self-actualize. Going further, the 
hierarchies between parent-child, teacher-student, and therapist-client are all 
essentially caring in nature—one person seeks good for another and then 
serves or assists the other person to go forward in life. 

Of course, this is not to say that parents, teachers, or therapists cannot 
use this hierarchy for harmful or abusive purposes. As stated previously, 
hierarchies do provide the opportunity for people to oppress others. The 
main point here is that people use hierarchies in both positive and negative 
ways. Therefore, we cannot conclude that all hierarchies are intrinsically 
oppressive or negative. 

This leads to a final point about hierarchies. A few of the 
deconstructionists pointed out that hierarchy and power reside not only in 
persons, but also in discourses, institutions, governments, and practices. 
Certainly, these “things” can and do exert considerable power over the 
individual and society, and, compared to persons, these structures have 
considerably more power and therefore a markedly greater potential for 
oppression. On the other hand, there is a real danger in over-objectifying and 
depersonalizing power. Persons are an integral part of every discourse, 
government, institution, and practice. In fact, persons are the only part of 
these “things” that have intentionality and free will. Discourses do not 
choose to exert power over persons; instead, persons choose to exercise 
whatever power they have through their own discourse, or they choose to 
use discourse to exert power over another. If we reify these sources of power 
completely, we have fallen into another form of determinism, just as 
“powerful” as the determinism of positivism. 
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Whence These Connotations? 


After I had countered the concerns of participants in the deconstruction 
party, I felt a need to take a meta-perspective on the entire discussion: Why is 
hierarchy perceived so negatively? Aren’t there areas of music therapy 
practice where some form of hierarchy is of value? Why must the therapist- 
client relationship always be egalitarian? I began to realize that again some of 
my colleagues were not considering all areas of music therapy practice in 
their deliberations. In fact, entire areas of practice were being excluded 
because, by necessity, they were more hierarchical than egalitarian in 
approach. I began to feel a real “right-left” split between the received view of 
music therapy and a new view, and between the “conservatives” who 
argued for a traditional view of the therapist-client relationship and the 
“liberals” who argued for a more revolutionary and egalitarian view. 
Theoretically, it seemed that at the root of this split were differences in 
opinion as to whether music therapy is a science, art, or humanity. 

This helped me to realize that the discussion was essentially an 
argument or negotiation over what each participant thought that music 
therapy “should be.” This led me to ask myself even more meta-reflective 
questions. What aspects of our identity are we afraid of losing or distorting? 
And why? Why do we need to perceive ourselves and/or be perceived by 
others as collaborators rather than helpers, egalitarian rather than 
hierarchical, and less rather than more powerful in a therapist-lient 
relationship? When the entire profession is considered, it is obvious that 
some music therapists need to perceive themselves and be perceived on one 
of these polarities, and others on the opposite end. Thus, if the 2014 
definition was to provide an umbrella for all areas of music therapy practice, 
Thad to take a more centrist view. 

Considering the vehemence shown by the participants in this 
discussion, I began to wonder whether the “need” to define music therapy in 
a particular way reflected a professional, political, or personal need of the 
definer (i.e., the participants). Why do the collaborators and egalitarians need 
to think that they are not in a helping relationship that might smack of 
hierarchy? Why do the helpers need to believe that they are helping rather 
than merely collaborating? Is it because one approach is truly more effective 
than the other? Or is it because they believe that one social order is better 
than the other? On a more personal note, is it because the collaborators have 
issues with anyone in authority and the helpers need to control or have 
authority over others? 
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Attributing these different perceptions of equality and inequality in the 
therapist-client relationship to different needs of therapists liberated the 
discourse in my mind. From a practical viewpoint, the issue was not 
determining whether one conception of therapy leads to a false equality or 
inequality between client and therapist more than another; rather, the issue 
was whether the individual therapist had accurate or realistic perceptions of 
a client and the client’s need for therapy. Could such perceptions in fact be 
attributed to the habitual or limited ways that every therapist has in 
apprehending the client as a whole being? 

If issues of equality and power are perceptual in nature, that is, if such 
perceptions of the client are a function of the therapist’s professional 
orientation and personal psychological needs, then the best way to control 
their accuracy or appropriateness is for the therapist to be “reflexive” about 
the therapy process and all of its participants and components. The therapist 
has to be aware of those approaches to therapy that rely upon an egalitarian 
or hierarchical therapist-client relationship and then use the approach that 
most effectively addresses the client’s clinical needs as well as the client's 
amenability to either type of relationship. 

Ultimately, I came to a fuller realization that music therapy is practiced 
in both hierarchical and egalitarian fashions, depending on client need, 
setting, therapist orientation, and therapist need. Thus, the challenge for me 
in rethinking the definition was to decide whether “help” was still the most 
essential component of the therapist-client relationship and whether it fit 
with both hierarchical and egalitarian perspectives better than “working 
together.” I decided to keep “help” in the definition and to define it more 
comprehensively in the text and in a way that lessens the negative 
connotations that my colleagues perceived about the term. See Note 4B for 
further discussion on the relationship between help and hierarchy. 
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NOTE9 


CLIENT—DECONSTRUCTED 


In my 1998 definition, a client was defined as: 


any individual, group, community, or environment that 
needs or seeks help from another person because of an 
actual, imagined, or potential threat to health, whether 
physical, emotional, mental behavioral, social, or 
Spiritual in nature. A threat to health may be mild, 
moderate, or severe, or it may be manifested as a health 
“need,” “concern,” or “objective.” The person may even 
be essentially well, but still need help in preventing 
health problems from taking place. (p. 75) 


Health Threat 


Participants in the deconstruction party objected to this definition because a 
“threat” to health connotes and promotes a pathological bias in viewing 
clients and casts music therapy as essentially a problem-oriented service. 
Although music therapy is often used with clients who have medical or 
psychiatric illnesses, disabilities, or problems in living, it is also used to 
enhance developmental growth, wellness, quality of life, and spirituality— 
none of which needs to be associated with pathology of any kind. There was 
no argument here that defining the client in terms of a health threat is 
exclusive of many areas of music therapy practice and therefore should be 
eliminated. 


302 Notes 


Another implication was that the idea of a client having health threats 
suggested a pathogenic rather than salutogenic definition of health and that 
the 1998 definition subscribed to a salutogenic definition. Thus, “threat” 
should be eliminated because it was contradictory to other parts of the 
definition. 

] agree with both of these concerns over using “health threat” as an 
essential or sole criterion for defining for the term “client.” On the other 
hand, the continuing scramble to find the most socially and politically correct 
term has led to a desire to abandon all terms that imply that therapy 
recipients have a health problem or that they need any help from a therapist. 
Certainly we should not “pathologize” people by labeling and defining them 
solely in terms of their problems or needs. Furthermore, if therapy is a local 
rather than universal practice, we cannot make a generalization that all 
people who go to music therapy have a health problem or need for therapy. 
Depending on the sociocultural context, some do and some do not 

When everything is considered, we have to avoid three injustices when 
naming and defining people who go to therapy: (1) pathologizing, (2) 
multicultural insensitivity, and (3) power hierarchies that render people 
passive and dependent. These three concerns emanate from postmodem 
critical theory, which is concerned with human oppression and injustice that 
are institutionalized and/or unconsciously embedded in our political, 
sociocultural, and psychological structures and linguistic discourses and our 
unwarranted generalizations from local to universal contexts. 

Interestingly, however, when one takes a meta-perspective on these 
three concerns, we can see that these very same injustices are hidden but not 
eliminated by postmodern critical theory. Isn’t the concern to de-pathologize 
embedded in an unconscious stigmatization of illness, a universal 
generalization, and a manifestation of beneficent power over those so 
stigmatized? By not calling a person a “client,” am I not denying the 
existence of the very health needs or goals that a person presents? Isn’t denial 
of a health need itself a way of unconsciously stigmatizing disparities 
between those who do and do not have such needs? When a therapist refuses 
to refer to someone with cancer as a “patient,” who is in denial of the 
disparity between health and illness, the person or the therapist? And who is 
stigmatizing the illness? 

As for multiculturalism, similar denials prevail. As soon as the notion 
of multiculturalism becomes institutionalized or embedded in discourse, it 
makes the concept a universal one—yet by its very nature, multiculturalism 
denies the possibility of any such universals. And when someone perceives 
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power disparities and hierarchies between self and others, who is projecting 
what onto whom? 

Notwithstanding the well-meaning motives of those who seek to 
eradicate oppression and injustice, the basic questions remain. Do people 
who go to therapy by definition have a health concern of some kind? If they 
do, who is stigmatizing them for having that health concern, those who call 
them clients or those who avoid calling them clients? Do people who go to 
therapy object to therapists calling them “clients” or “patients,” or is this an 
issue experienced by therapists? Last, just as postmodern thinkers point to 
unconscious or embedded structures and discourses as the main causes of 
oppression, is it possible that their own unconscious or embedded structures 
hide their own stigmatizations, hierarchies, and oppressions? 
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NOTE 10 


PROMOTE HEALTH—DECONSTRUCTED 


Three issues arose in the deconstruction of this part of the definition. Whose 
health is being promoted? What does it mean to “promote?” And what does 
health include? 


Whose Health? 


As written originally, this phrase did not specify whose health was being 
promoted. At first, I viewed this as a grammatical problem that was easily 
fixed—simply insert the words “the client’s” between promote and health. 
But the discussions that unfolded in the deconstruction party revealed that 
this was not merely a grammatical problem and that the “fix” was not so 
simple. In fact, the focus of the discussion moved from this little phrase to 
much larger and more contentious issues: Who can be and who should be 
the primary beneficiaries of music therapy? Is the client’s health the primary 
concern, or must music therapy also be concerned with the health of the 
various environs in which the client lives? Do the role boundaries of the 
therapist include being an activist? 

Eliminating “the client's” from the phrase allows one to assert that 
music therapy can also be concerned with the therapist’s health or with the 
health of any relevant entity in the client’s physical, interpersonal, and 
sociocultural world. Moreover, as many of my colleagues believe, the client 
cannot always be separated from the myriad contexts in which she lives, so 
to help the client is often to help the client-in-context. For them, “the 
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individual is the social—or the political, or the cultural,” and it is impossible 
to separate the individual from the many contexts that define and are defined 
by the individual. Thus, to serve or help the client automatically involves 
serving and helping the various environmental and sociocultural contexts in 
which the client is embedded. 

To concretize the discussion, we considered the issues that arise when 
a music therapist works with an abused woman. Should the goal or contract 
be limited to addressing her therapeutic needs, or should they also include 
working to change the people and societal structures that encouraged and 
permitted her own abuse, the abuse of women, or more generally any form 
of abuse? 

To answer this question, I saw the need to make a distinction between 
direct vs. indirect benefits of therapy and to clarify whether such indirect 
benefits can be considered central or peripheral to the therapeutic process. 
There is little argument that helping an abused woman address her 
therapeutic needs may have an effect on the abuser and the people and 
conditions that allowed her abuse. As the woman changes, she may be able 
to induce and even require changes in her world, Thus, therapy can have 
both a direct effect on the client and an indirect effect on others and entities 
outside the therapy room. 

At issue here is whether the goals or contract for therapy should 
include the active pursuit of such indirect benefits. In some cases, because of 
restrictions in time and resources or because of the urgency of the client’s 
needs, the goals and contracts of therapy must be limited to addressing only 
the client's needs. Under these circumstances, to expend the therapist's or 
client's energies on changing other parties or entities would dilute the 
therapy process and thereby risk its effectiveness. In the end, the client may 
not fully benefit from the therapy because of this diffusion of goals and 
efforts. Keep in mind, however, that even when the goals and contracts are 
focused entirely on the client’s needs, therapeutic changes in the client may 
still induce positive changes in her world. Thus, when the focus is on only 
direct benefits, indirect benefits may also be obtained. 

In another scenario, the clients progress may depend upon the client 
actually confronting other persons and entities involved in the abuse. Here 
the client’s therapeutic needs are inextricably linked to the client's ability to 
change the life contexts that support her abuse. Thus, an integral part of the 
therapeutic process involves the therapist helping the client to make changes 
not only in herself, but also in her world. 

Yet another scenario is when the client’s progress in therapy may 
depend upon her becoming involved in changing sociocultural attitudes, 
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structures, and institutions that oppress women or support abuse. Here the 
therapist might encourage the woman to become an activist outside of the 
therapy setting—to join feminist groups or organizations that fight against 
abuse. In this scenario, there are potential boundary violations when the 
therapist also becomes an activist in the same groups as the client. Moreover, 
an even more fundamental question arises. To what extent must a therapist 
be an activist in addition to a therapist? Do therapists who work with rape 
victims have to involve themselves and their clients in changing those aspects 
of society that enable it? Do therapists working with gay clients have to be 
active in organizations that fight against discrimination? Even more to the 
point, is such activism on the part of the therapist central to the client’s 
therapy process? 

Once again, the issue underlying such options is whether music 
therapy is defined as a science, art, humanity, or any combination thereof. To 
be sure, there are differences of opinion among music therapists, which in 
turn signals that music therapy practice already includes all of the scenarios 
described above. Thus, an umbrella definition of the field must take into 
account the contrasting viewpoints on the boundaries between therapy and 
social activism. 


Promote 


In the 1989 definition, I used “improve” health; I then changed the infinitive 
in the 1998 definition to “promote.” The main reason was to emphasize that 
health was not a dichotomous phenomenon; it was not an either-or between 
healthy and unhealthy, or healthy and sick. Instead, I was conceiving it as a 
“developmental and evolutionary ... process of moving beyond the present 
way of being into increasingly richer and fuller ways” (Bruscia, 1998a, p. 84). 
My colleagues did not object to the term “promote” in reference to 
health; however, as the discussion about the intended beneficiaries of therapy 
unfolded, I grew increasingly uncomfortable with its connotations. The 
Encarta dictionary gives the main definition as moving someone to the next 
higher grade or rank in a job or school. This is certainly consistent with the 
notion that health is a continuum; however, it was the secondary definitions 
that were troublesome. They suggested that to promote was to support, 
encourage, advertise, or advance something. This certainly raises questions 
about the nature of therapy and the role of the therapist. Is therapy limited to 
Promoting the health of a person or persons, or does it also include 
promoting the health of the environment, the health of a society or culture, 
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or, even more broadly, “health” as a phenomenon? Are therapists health 
“promoters” in this broad sense of the word? When does such health 
promotion become activism, and cease to become therapy? Does the very 
idea of such kinds of health promotion threaten the boundaries of music 
therapy? 

Once again, the underlying issue seems to be whether music therapy is 
art, science, or humanity. When conceived as science or art, music therapy 
focuses more on the personal health of an individual or group, whereas 
when conceived as one of the humanities, music therapy extends the goal of 
health promotion to many different entities outside of the therapy room. 
Thus, using the word “promote” favors the humanities perspective over the 
art and science perspective. 

To correct this and move more toward the center, I have substituted 
“optimize” for “promote.” 


Health 


The only comment about “health” by my colleagues was that it had to 
include goals such as quality of life, well-being, wellness, and possibility for 
action. Since the chapter on health has included these goals, the term itself 
does not need to be changed. 
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NOTE 11 


MUSIC EXPERIENCES AND 
RELATIONSHIPS— DECONSTRUCTED 


My colleagues offered two main suggestions on this part of the definition. 

First: Music experience should be replaced with simply “music” or 
“the music(al) process.” I do not agree. My rationale for using “experience” 
was clearly explained in the 1998 book. 

Second: Since music is a way of being together, it is redundant to add 
“the relationships developed through them.” Relationships are inherent in 
the music experience. I do not believe that this assertion is consistent with 
clinical practice or with many definitions of music therapy. A basic premise 
of music therapy is that the therapist uses music to develop a personal 
relationship with the client and that, in many cases, a personal relationship is 
not likely to develop without sharing music together. In addition, there are 
many other kinds of relationships that the client must explore for therapeutic 
purposes, and these relationships are not automatically accessible to the 
client in the music experience. Instead, they have to be developed with help 
from the therapist. For instance, a client may need to develop a relationship 
with his or her own body. This does not automatically happen upon 
engaging in a music experience. It has to be explored, practiced, and 
developed. 

Here I concluded that the troublesome term was “developed,” because 


it implies the need for time. Thus, a more accurate phrase would be 
“relationships formed through them.” 
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NOTE 17 


DYNAMIC FORCES—DECONSTRUCTED 


“Dynamic” has many connotations. The original intent was to convey how 
the agents of music therapy interacted and influenced each other mutually 
and synergistically. Unfortunately, the term also suggests a 
“psychodynamic” orientation, which was not intended. Out went _ 
“dynamic.” 

Needless to say, if “intervention” had negative connotations of power 
and hierarchy and needed to be removed, so did “forces.” Out went “forces.” 

“Impetus” was chosen to convey how the various agents in music 
therapy both induce change and provide a medium and means whereby 
client change can be accomplished. 
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NOTE 18 


CHANGE—DECONSTRUCTED 


In the 1998 definition, two criteria were given for attributing client change to 
music therapy: The change must be health-related, and the change must have 
actually resulted from what transpired within the music therapy process. The 
latter criterion was challenged in the deconstruction party because of the 
multitude of factors operating when a client is receiving therapy. 


Causality Issues 


In postmodern thought, realities are constructed in multiple ways. Causality 
is not linear and unidirectional, and all of the relevant variables operating in 
any cause-effect link are impossible to identify. Instead, causality is regarded 
as nonlinear, multidirectional, and multifaceted. From this worldview, one 
would not be able to attribute a particular client outcome to a particular 
feature of the music therapy process because clear, clean causal links are so 
difficult to establish. 

While I can agree with this view of causality, I also believe that music 
therapy can be practiced effectively within other more deterministic 
worldviews and that in these worldviews, the effectiveness of music therapy 
can be and has been successfully demonstrated. Thus, I can only conclude 
that music therapy operates according to several worldviews, and that one 
view does not necessarily trump the others. All worldviews must be 
considered in sketching out the identity of music therapy. 
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Outcome Predictability 


Aside from this philosophical debate about causality, most clinicians would 
admit that in practice, the actual outcomes of therapy are not always the 
same as the intended outcomes. The therapist and/or client may espouse any 
number of general or specific goals for therapy, and both may work very 
“systematically” for the client to achieve these goals. Sometimes, however, 
the actual outcomes of therapy are different from the goals, and sometimes 
the goals, once achieved, do not lead to the intended outcomes. On the other 
hand, in many areas of music therapy practice, the outcomes are predicted 
quite accurately, and the goals and outcomes are quite consistent with one 
another. 

Once again, I can only conclude that both scenarios prevail in music 
therapy practice and that the new definition has to allow for both 
predictability and unpredictability in outcomes. Furthermore, more attention 
must be given to the intent of the therapist in determining outcome 
predictability. I do not believe that outcome predictability is a random affair 
and that therapists have no control over outcomes. Instead, I propose that 
music therapy strategies can be “outcome-oriented” and rely on theory and 
research to accurately predict clinical outcomes and that strategies may also 
be “experience-oriented” and depend upon the music experience and 
concomitant relationships to clarify the most relevant outcomes. These two 
ways of thinking were presented in detail in a keynote address to the 
American Music Therapy Association (Bruscia, 2011). 


Indirect Benefits 


All of the discussion of outcome predictability raised yet another issue: Is it 
reasonable to claim that there are “indirect” benefits of music therapy (when 
changes in the client lead to changes to other parts of the client's world)? If 
changes and outcomes are not always predictable for the direct beneficiary, 
how can one ever predict them for indirect beneficiaries? Specifically, how 
can we ever know with certainty that changes in the client will also lead to 
changes in the client’s significant others, or sociocultural context, or physical 
environment? 

On a practical level, clarity is needed regarding two interrelated issues 
about benefits and beneficiaries. First, under what conditions should indirect 
benefits be claimed as the result of music therapy in addition to direct 
benefits? It seems unreasonable to assume that indirect benefits should 
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always be cited. Second, clarity is needed about whether the therapist and 
client are pursuing goals to benefit only the client, the client and her 
sociocultural context, or the client and her immediate environment. As 
explained previously, when working with an abused woman, does the 
therapy aim at addressing the health needs of the woman, preventing further 
abuse of the woman, changing the woman's abuser, changing attitudes 
toward women, addressing the causes of abuse in society, and/or changing 
attitudes about abuser, abused, and abuse? 

This is what Stige (2002) proposes: “While therapy is about personal 
transition, ... therapy may also represent social and cultural transition. 
Sometimes therapeutic changes occur in the client's relationship to social and 
cultural contexts, other times therapy also contributes to social or cultural 
change in these contexts themselves, in direct or indirect ways” (p. 220). 

The new definition has to address these differences in benefits and 
beneficiaries. 


APPENDIX A 


DEFINITIONS OF MUSIC THERAPY 


Abrams: “Music therapy consists of the client and therapist working together 
musically [relationally and aesthetically in time] to promote the 
client's musical health (relational and temporal-aesthetic health)” 
(2012, p. 65). 

Agrotou: “Music therapy is the use of predominantly improvised music as a 
vehicle for transference and countertransference. Improvised music, 
created by the patient, therapist, or both, reflects the state of the 
patient-therapist relationship at any given moment. Music addresses 
the affective state of the patient in the ‘here and now’ of the 
therapeutic relationship, and also what this represents in his fantasy 
world and own psychic history.” (1993, p. 184) 

Alley: “Music therapy in the schools is the functional use of music to 
accomplish specific pupil progress in an academic, social, motor, or 
language area. Music therapy for the special child deals with 
inappropriate behaviors or disabilities and functions as a related 
service, a supportive service that assists a handicapped child to 
benefit from special education.” (1979, p. 118) 

Alvin: “Music therapy is the controlled use of music in the treatment, 
rehabilitation, education, and training of children and adults 
suffering from physical, mental, or emotional disorder” (1975, p. 4). 

Association for Music Therapy of Parana (Brazil) (n.d.): “Music therapy is the use 
of music and/or its elements (sound, rhythm, melody, and harmony) 
by a qualified music therapist, with a client or a group, in a process 
[designed] to facilitate and promote communication, relationship, 
learning, mobilization, expression, organization, and other relevant 
therapeutic goals, [while meeting] physical needs, emotional, 
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mental, cognitive and social needs.” Retrieved November 12, 2012, 
from http://amtpr.wordpress.com/musicoterapia/ 

American Music Therapy Association (1997): “Music therapy is an established 
health profession using music and music activities to address 
physical, cognitive, and social needs of individuals with 
disabilities.” 

American Music Therapy Association (n.d.):; “Music Therapy is an established 
health profession in which music is used within a therapeutic 
relationship to address physical, emotional, cognitive, and social 
needs of individuals. After assessing the strengths and needs of each 
client, the qualified music therapist provides the indicated 
treatment, including creating, singing, moving to, and/or listening to 
music. Through musical involvement in the therapeutic context, 
clients’ abilities are strengthened and transferred to other areas of 
their lives. Music therapy also provides avenues for communication 
that can be helpful to those who find it difficult to express 
themselves in words. Research in music therapy supports its 
effectiveness in many areas, such as overall physical rehabilitation 
and facilitating movement, increasing people’s motivation to 
become engaged in their treatment, providing emotional support for 
clients and their families, and providing an outlet for expression of 
feelings.” Retrieved November 12, 2012, from 
http://www. musictherapy.org/about/musictherapy/ 

American Music Therapy Association (2010): “Music Therapy is the clinical and 
evidence-based use of music interventions to accomplish 
individualized goals within a therapeutic relationship by a 
credentialed professional who has completed an approved music 
therapy program. Music therapy interventions can be designed to: 
promote wellness, manage stress, alleviate pain, express feelings, 
enhance memory, improve communication, [and] promote physical 
rehabilitation. Research in music therapy supports its effectiveness 
in a wide variety of healthcare and educational settings.” (AMTA 
Member Directory) 

Association for Professional Music Therapists in Great Britain (1980): “Music 
therapy is a form of treatment whereby a mutual relationship is set 
up between patient and therapist, enabling changes to occur in the 
condition of the patient and therapy to take place. The therapist 
works with a variety of patients, both children and adults, who may 
have emotional, physical, mental, or psychological handicaps. By 
using music creatively in a clinical setting, the therapist seeks to 
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establish an interaction, a shared musical experience and activity 
leading to the pursuit of the therapeutic goals determined by the 
patient's pathology.” (From brochure titled A Career in Music 
Therapy) 

Association of Professional Music Therapists (2000): “Music therapy provides a 
framework in which a mutual relationship is set up between client 
and therapist. The growing relationship enables changes to occur, 
both in the condition of the client and the form that the therapist 
takes. ... By using music creatively in a clinical setting, the therapist 
seeks to establish an interaction, a shared musical experience leading 
to the pursuit of therapeutic goals. These goals are determined by 
the therapist’s understanding of the client’s pathology.” (Association 
Pamphlet). 

Australian Association for Music Therapy (1998): Music therapy is “the planned 
use of music to achieve therapeutic aims with children and adults 
who have special needs because of social, emotional, physical, or 
intellectual problems” (Association pamphlet). 

Australian Music Therapy Association (n.d.): Music therapy is an “allied health 
profession” involving “the planned and creative use of music to 
attain and maintain health and well-being ...” Retrieved November 
12, 2012, from http://www.austmta.org.au 

Austrian Association of Professional Music Therapists: “Music therapy is a 
medically prescribed method of treatment which is carried out by 
persons with appropriate training. It is a diagnosis-specific 
therapeutic method which attempts to effectively influence 
psychical process through acoustic and musical stimuli. It is based 
on the experience and knowledge of the effects of music on the 
emotions of physically and mentally ill persons.” (Association 
brochure, 1986; Maranto, 1993, p. 64) 

Austrian Music Therapy Law (MuthG) (2009): “Within the MuthG, music 
therapy is defined as an autonomous, scientific-artistic-creative 
and expressive therapeutic approach. It is the conscious and 
intentional treatment of people suffering from emotional, 
somatic, mental, or social behaviour disorders and diseases, by 
employing musical media within a therapeutic relationship 
between one or more clients and one or more therapists with the 
following aims: to prevent, reduce or remove symptoms; to 
change behaviours or attitudes in need of treatment; to support 
and maintain or to restore the client’s development, maturation, 
and health. Music therapy is indicated in the fields of health 
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prevention, treatment of acute and _ chronic diseases, 
rehabilitation, encouragement of social competencies including 
supervision, as well as training and research.” Retrieved 
November 16, 2012, from 
http://www.voices.no/?q=country-of-the-month/2008-update- 
music-therapy-austria 

Bang: “Music therapy is the controlled application of specially organised 
music activities with the intention of furthering the development 
and cure during the treatment, education, and rehabilitation of 
children and adults with motor, sensory, or emotional handicaps. ... 
The aim of the music therapist is centered on the client, and is not 
starting from the music.” (1986, p. 20) 

Barcellos: “Music therapy is the use of music and/or its integral elements as an 
intermediate object of a relationship that permits the development of 
a therapeutic process, mobilizing bio-psychosocial reactions in the 
individual for the purpose of minimizing his specific problems and 
facilitating his integration/reintegration into a normal social 
environment.” (1982, pp. 2—3) 

Benenzon: “From a scientific point of view, music therapy is a branch of 
science that deals with the study and investigation of the sound-man 
complex, whether the sound is musical or not, so as to discover the 
diagnostic elements and the therapeutic methods inherent in it. 
From a therapeutic point of view, music therapy is a paramedical 
discipline that uses sound, music, and movement to produce 
regressive effects and to open channels of communication that will 
enable us to start the process of training and recovering the patient 
for society.” (1981, p. 3) 

Bonny: Music therapy is “the systematic application of music as directed by 
the music therapist to bring about changes in the emotional and/or 
physical health of the person. As such, its functional rather than 
aesthetic and entertainment aspects are emphasized” (1986, p. 4). 

Boxill: “Music therapy is an amalgam of music and therapy. When music, as 
an agent of change, is used to establish a therapeutic relationship, to 
nurture a person’s growth and development, to assist in 
self-actualization, the process is music therapy. Broadly defined, 
music therapy is the use of music as a therapeutic tool for the 
restoration, maintenance, and improvement of psychological, 
mental, and physiological health and for the habilitation, 
rehabilitation, and maintenance of behavioral, developmental, 


Bright: 


Bruscia: 


Bruscia: 


Bruscia: 


Bruscia: 


Bruscia: 


Bruscia: 
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physical, and social skills—all within the context of a client-therapist 
relationship.” (1985, p. 5) 
“Music therapy is the planned use of music to improve the 
functioning in his environment of an individual or a group of clients 
who have social, intellectual, physical, or emotional needs of a 
special nature. Music therapy is carried out by a trained music 
therapist working in the context of a clinical team.” (1981, p. 1) 
“Music therapy is an interpersonal process involving therapist(s) and 
client(s) in certain role relationships and in a variety of musical 
experiences, all designed to help the client find the resources needed 
to resolve problems and increase the potential for wellness.” (1984b) 
“Music therapy is an interpersonal process wherein musical 
experiences are used to improve, maintain, or restore the well-being 
of the client” (1986, p. 1). 
“Music therapy is a goal-directed process in which the therapist 
helps the client to improve, maintain, or restore a state of well-being, 
using musical experiences and the relationships that develop 
through them as dynamic forces of change” (1987a, p. 5). 
“Music therapy is a systematic process of intervention wherein the 
therapist helps the client to achieve health, using musical 
experiences and the relationships that develop through them as 
dynamic forces of change” (1989, p. 29). 
“Music therapy is an interpersonal process in which the therapist 
uses music and all of its facets—physical, emotional, mental, social, 
aesthetic, and spiritual—to help clients to improve, restore, or 
maintain health” (1991, p. 5). 
“Music therapy is a systematic process of intervention wherein the 
therapist helps the client to promote health, using music experiences 
and the relationships that develop through them as dynamic forces 
of change” (1998, p. 20). 


Bunt: Music therapy is “the use of organised sounds and music within an 


evolving relationship between client and therapist to support and 
encourage physical, mental, social, and emotional well-being” (1994, 


p. 8). 


Canadian Association for Music Therapy (1998): Music therapy is “the use of 


music to aid the physical, psychological, and emotional integration 
of the individual, and in the treatment of illness or disability. It can 
be applied to all age groups, in a variety of treatment settings. Music 
has a nonverbal quality but offers a wide opportunity for verbal and 
vocal expression. As a member of a therapeutic team, the 
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professional Music Therapist participates in the assessment of client 
needs, the formulation of an approach and programme for the 
individual client, and then carries out specific musical activities to 
reach the goals. Regular evaluations assess and ensure programme 
effectiveness. The nature of music therapy emphasizes a creative 
approach in work with handicapped individuals. Music therapy 
provides a viable and humanistic approach that recognizes and 
develops the often untapped inner resources of the client. Music 
therapists wish to help the individual to move toward an improved 
self-concept and, in the broadest sense, to develop each human 
being to their own greatest potential” (from brochure titled About 
Music Therapy). 


Canadian Association for Music Therapy/Association de Musicothérapie du Canada 


Carter: 


(1994): “Music therapy is the skillful use of music and musical 
elements by an accredited music therapist to promote, maintain, and 
restore mental, physical, emotional, and spiritual health. Music has 
nonverbal, creative, structural, and emotional qualities. These are 
used in the therapeutic relationship to facilitate contact, interaction, 
self-awareness, learning, self-expression, communication, and 
personal development.” Retrieved November 12, 2012, from 
http://www.musictherapy.ca 

“Music therapy is the scientific application of music or music 
activities to attain therapeutic goals. Music therapy also can be 
defined as the structured use of music to bring about desired 
changes in behavior” (1982, p. 5). 


Certification Board for Music Therapists (2011): “Music therapy is the 


specialized use of music by a credentialed professional who 
develops individualized treatment and supportive interventions for 
people of all ages and ability levels to address their social 
communication, emotional, physical, cognitive, sensory and 
spiritual needs.” Retrieved November 12, 2012, from 
http://www.cbmt.org/ 


Chilean Association for Music Therapy (n.d.): “[T]he use of music and/or its 


(sound, rhythm, melody and harmony) elements in a process 
designed to facilitate and promote communication, relationships, 
learning, movement, expression, organization, and_ other 
therapeutic goals, while also meeting the emotional, mental, social, 
and cognitive needs. This work must be performed by a music 
therapist qualified with a patient or group. ... It aims to develop the 
potential and/or restore the functions of the individual so that [he or 
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she] achieves better intra- and/or interpersonal integration, and, 
consequently, a better quality of life through the prevention, 
treatment or rehabilitation.” Retrieved November 12, 2012, from 
http://www.achim.cl/?page_id=47 

Codding: “Music therapy is the scientific application of music and the 
therapist's skills to bring about desirable changes in human 
behavior. ... The structure provided by the therapeutic environment, 
and the relationship between therapist and child, child and peers, 
facilitates the learning of necessary life skills. Children may learn 
skills which facilitate the effective emotional, social, communicative, 
{social,] and academic functioning over time.” (1982, p. 22) 

Colon: Music therapy is “the scientific study which engages in the 
investigation and analysis of the sonorous musical complex world 
every human being has internally, with the objective of obtaining 
positive changes in his conduct” (Bruscia, 1984a, p. 15). 

Colon: “Music therapy is a scientific technique which investigates, explores, 
and analyzes the musical feelings and emotions that emerge from 
the deepest intrapsychic dynamics of the human being with the goal 
of modifying these behaviors” (Colon, 1993, p. 490). 

Costa: “Music therapy is a self-expressive therapy which uses music in the 
latent sense, as an intermediary object, in the relationship between 
music therapist and patient, and which uses the bio-psycho-social 
aspects of the individual, opening new channels of communication 
which help that individual to recuperate and integrate dynamically 
with himself and his social group.” (Maranto, 1993, pp. 104-105) 

Dansk Musikterapeutforening: "Music therapy is a scientifically-based therapy 
based on music's ability to foster contact and communication. The 
music is used in a process that aims to support and promote, eg, 
communication skills, personal development, the formation of 
relationships, learning, rehabilitation, physical stimulation or 
relaxation, and emotional experiences, expressions, and insight.” 
Retrieved April 10, 2014 from www.musikterapi.org 

Davis, Gfeller, & Thaut: Music therapy is “a behavioral science concerned with 
changing unhealthy behaviors and replacing them with more 
adaptive ones through the use of music stimuli” (2008, p. 13). 

DeBacker & Peuskens: Anthroposophic music therapy is “a process of working 
harmoniously with the person through music. This harmony begins 
at the individual’s current level of development; its goal is to the 
lead the individual farther along on his or her own developmental 
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path. This is done receptively as well as actively, with the music 
often acting as a catalyst” (1993, p. 90). 


Del Campo: “Music therapy is the scientific application of sound, music, and 


movement, which, through listening, training, and the execution of 
instrumental sounds, contribute to the integration of cognitive, 
affective, and motor aspects, developing the conscience and 
strengthening the creative process. The goals of music therapy are: 
(1) to facilitate the communication process, (2) to promote individual 
expression, and (3) to improve social integration.” (1993, p. 547) 


DiFranco & Perilli: “Music therapy is a discipline which utilizes the sound- 


music language within the patient-therapist relationship in a 
systematic process of intervention. A characteristic of music therapy 
in Italy is its multidisciplinary context wherein its basic elements 
(patient, therapist, sound) are viewed from a medical perspective (its 
diagnostic potential), a psychological perspective (its evaluative 
potential), or a musical perspective (its potential for utilization of 
sound language for and in the professional relationship).” (1993, p. 
322) 


Doyle: Music therapy is “the use of music within a specific environment to 


Finnish 


inspire, liberate, and nurture the discovery process of each 
individual. In the involvement with music, individuals draw forth 
their imaginations, make choices, and realize dreams” (1989, p. 81). 
Society for Music Therapy (2009): “Music therapy is a form of 
rehabilitation and treatment where the elements of music (rhythm, 
harmony, melody, timbre, dynamics, etc.) are used as central tools of 
interaction [in meeting] goals set individually. Music therapy is 
offered in individual and group settings. Music therapy is employed 
both in [conjunction] with other forms of treatments and as a 
principal treatment. By way of music therapy, both physical and 
mental disorders and illnesses can be treated with positive 
outcomes. Music therapy is suitable for children, adolescents, adults, 
and elderly persons.” Retrieved November 12, 2012, from 
http://www.musiikkiterapia.net/index.php?o0ption=com_contenté&vi 
ew=article&id=25&Itemid=28 


Fleshman & Fryear: Music therapy is the use of music “in a therapeutic 


environment, to influence changes in the patient’s feelings and 
behavior” (1981, p.3). 


Free Dictionary: “Music therapy is a technique of complementary medicine 


that uses music prescribed in a skilled manner by trained therapists. 
Programs are designed to help patients overcome physical, 
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emotional, intellectual, and social challenges. Applications range 
from improving the well-being of geriatric patients in nursing 
homes to lowering the stress level and pain of women in labor. 
Music therapy is used in many settings, including schools, 
rehabilitation centers, hospitals, hospice, nursing homes, community 
centers, and sometimes even in the home.” Retrieved November 16, 
2012, from 
http://medical-dictionary.thefreedictionary.com/musicttherapy 

French Association for Music Therapy: Music therapy is “the use of sounds and 
music in a psychotherapeutic relation” (Bruscia, 1984a, p. 16). 

German Association for Music Therapy (n.d.): “Music therapy is the systematic 
use of music within a therapeutic relationship which aims at 
restoring, maintaining, and furthering mental, physical, and mental 
health. Music therapy is a practice-oriented scientific discipline, 
which is in close interaction to other scientific disciplines, especially 
medicine, the social sciences, psychology, musicology, and 
pedagogy.” Retrieved November 12, 2012, from 
http://www.musiktherapie.de/fileadmin/user_upload/medien/pdf/F 
lyer_DMTG_Musiktherapie_englisch.pdf 

Gomes & Leite: “Music therapy, as viewed by its practitioners in Portugal, is a 
model of intervention within the fields of mental health and special 
education; it involves the use of music as an intrinsic element within 
a tripolar system including music, client, and therapist/educator. 
Music provides an activity and/or the content of an activity that is 
adapted to the functioning level of the client and directed by the 
therapist/educator to the achievement of nonmusical goals.” (1993, 
p. 480) 

Guaraldi: Music therapy is the use of “active and passive musical activities in 
order to relieve and resocialize adults or children with various kinds 
of handicaps which limit their relational or social experiences ...” 
(Bruscia, 1984a, p. 17). 

Hadsell: Music therapy is “the use of the unique properties and potential of 
music in a therapeutic situation for the purpose of changing human 
behavior so that the individual affected will be more able to function 
as a worthwhile member of today’s as well as tomorrow’s society” 
(1974, p. 114). 

Hesser: “Music therapy is the conscious use of the power of sound and music 
for therapy and healing. ... The music therapists work is to tap the 
unique potential of sound and music for the health and well-being 
of the clients. The music therapist is an artist who sensitively and 
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creatively moves with and guides the process of music therapy.” 
(1995, p. 46) 

Houde (2006): “Music therapy is a process by which a person is affected on 
potentially all levels of his or her being (physical, cognitive, 
emotional, and spiritual) through a trifold relationship formed 
between therapist, client, and music. The music created by the 
therapist and client takes a paramount importance under the 
assumption that it is one of the most direct mediums that allow the 
communication and expression of the core self—the self being 
reflected directly through the music. It is also assumed that the act of 
music-making is a powerful tool which promotes awareness and 
focus, which are essential prerequisites for personal development or 
change.” Retrieved November 16, 2011, from 

://musicalus.blogspot.com/2006/08/definition-and-philosophy- 
of-music. 

International Symposium of Music Therapists (1982): “Music therapy facilitates 
the creative process of moving toward wholeness in the physical, 
emotional, mental, and spiritual self in areas such as independence, 
freedom to change, adaptability, balance, and integration. The 
implementation of music therapy involves interactions of the 
therapist, client, and music. These interactions initiate and sustain 
musical and nonmusical change processes which may or may not be 
observable. As the musical elements of rhythm, melody, and 
harmony are elaborated across time, the therapist and client can 
develop relationships which optimize the quality of life.” Retrieved 
November 16, 2012, from 
http://www.medterms.com/script/main/art.asp?articlekey=25789 

Jondittir: “Music therapy is the structured use of music, sound, and 
movement to obtain therapeutic goals aimed at the restoration, 
maintenance, and development of mental, physical, and emotional 
health. In a systematic manner, a specially trained individual uses 
the properties and unique potentials of music and sound, and the 
relationship that develops through musical experiences to alter 
human behavior, to assist the individual to use his fullest potential, 
to communicate his uniqueness and to increase his well-being.” 
(1993, p. 280) 

Korean Association for Music Therapy (2012): “Music therapy is the 
therapeutic use of music by a certified therapist in which the 
goal is to promote and/or resolve clients’ physical, psycho- 


Appendix A: Definitions of Music Therapy 323 


emotional, and psychosocial health through music or musical 
activities.” (www.musictherapy.or.kr) 

Korteganrd & Pedersen: “Music therapy is the use of music in the 
treatment/development of resources, wherein the music is an 
essential factor in the therapeutic relationship. The role of the 
function of the music can vary from relationship to relationship.” 
(1993, p. 198) 

Kenny: “Music therapy is a process and form which combines the healing 
aspects of music with the issues of human need for the benefit of the 
individual and hence society. The music therapist serves as a 
resource person and guide, providing musical experiences which 
direct clients toward health and well-being.” (1982, p. 7) 

Lecourt: Music therapy is the “use of sound (including noise) and music 
(receptive or creative, prerecorded or live) within a therapist-patient 
relationship for psychotherapeutic or re-educative purposes” (1993, 
p. 222). 

Lehtonen: In Finland, music therapy could be defined as “a curative process 
between music, music therapist, and one or more clients; its purpose 
is to promote the client’s health. The most important part of this 
process is the social interaction between the personalities of the 
music therapist and his/her clients. Music promotes communication 
by activating different kinds of psychic phenomena and by bringing 
new material into the communication process ... the individual is 
able to express and feel experiences which are nonverbal and 
nondiscursive, such as bodily rhythms and unconscious and 
traumatic experiences which are anchored in the early childhood of 
the individual.” (1993, p. 212) 


Merriam-Webster Dictionary: Music therapy is “the treatment of disease 
(as mental illness) by means of music.” Retrieved November 16, 


2012, from http://www.merriam- 


webster.com/medical/music%20therapy 
Mid-Atlantic Music Therapy Region, National Association for Music Therapy 


(n.d.): “Music therapy is the structured use of music as a creative 
process to develop and maintain maximum human potential. 
Music therapy is used successfully in areas of social, motor, 
communication skill development, academic achievement, and 
behavioral management. Utilizing re-educative goals, music 
therapy aids in fostering optimum functioning through a variety 
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of experiences.” (From brochure titled Music Therapy for Mental 
Health) 


Munro & Mount: “Music therapy is the controlled use of music, its elements 
and their influences on the human being to aid in the physiologic, 
psychologic, and emotional integration of the individual during the 
treatment of an illness or disability” (1978, p. 1029). 

Natanson: “Music therapy is a planned activity which aims at rehumanizing 
contemporary lifestyle through the many facets of the musical 
experience, to protect and restore the client’s health, and to improve 
both the environment and social relationships therein. In this 
definition, ‘planned’ refers to ‘deliberate action with established 
function, course and goals.’ The restoration and protection of health 
refers to ‘acting in the areas of prophylaxis, therapy, and 
rehabilitation.’ By ‘health,’ the author implies not only the lack of 
illness, but also the feelings of well-being in physical, psychological, 
and social domains.” (Maranto, 1993, p. 460) 

National Association for Music Therapy (1960): “Music therapy is the scientific 
application of the art of music to accomplish therapeutic aims. It is 
the use of music and of the therapist's self to influence changes in 
behavior” (from brochure titled Music Therapy as a Career). 

National Association for Music Therapy (1980): Music therapy is “the use of 
music in the accomplishment of therapeutic aims: the restoration, 
maintenance, and improvement of mental and physical health. It is 
the systematic application of music, as directed by the music 
therapist in a therapeutic environment, to bring about desirable 
changes in behavior. Such changes enable the individual undergoing 
therapy to experience a greater understanding of himself and the 
world about him, thereby achieving a more appropriate adjustment 
to society. As a member of the therapeutic team, the professional 
music therapist participates in the analysis of individual problems 
and in the projection of general treatment aims before planning and 
carrying out specific music activities. Periodic evaluations are made 
to determine the effectiveness of the procedures employed.” (From 
brochure titled A Career in Music Therapy) 

National Association for Music Therapy (1983): “Music therapy is the 
specialized use of music in the service of persons with needs in 
mental health, physical health, habilitation, rehabilitation, or special 
education ... the purpose is to help individuals attain and maintain 
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their maximum levels of functioning.” (From NAMT Standards of 
Clinical Practice) 

National Coalition of Arts Therapies Associations (1998): “Music therapy is the 
use of music as a creative and structured therapeutic tool to improve 
and maintain skills im communication, socialization, motor 
development and functioning, sensory usage, and the cognitive and 
affective domains” (NCATA brochure). 

National Coalition of Arts Therapies Associations (2012): “Music therapy is an 
established health profession in which music is used within a 
therapeutic relationship to address physical, emotional, cognitive, 
and social needs of individuals all ages. Music therapists use both 
instrumental and vocal music strategies to facilitate changes that are 
nonmusical in nature. After assessment of the strengths and needs of 
each client, qualified music therapists provide indicated treatment 
and participate as members of the interdisciplinary team to support 
a vast continuum of outcomes.” Retrieved November 12, 2102, from 
http://www/ncata.org/music_therapy.html 

Netherlands Association for Music Therapy (2009): “Music therapy is a 
methodical form of assistance with musical means within a 
therapeutic relationship [aimed at] bringing about change, 
development, stabilization, or acceptance [in] emotional, behavioral, 
cognitive, social or physical area[s].” Retrieved November 12, 2012, 
from http://www.nvvmt.nl/index.php/muziektherapie.html 

New Zealand Society for Music Therapy: “Music is a powerful and useful tool in 
establishing communication with children and adults in supporting 
learning and relearning in intellectual, physical, social, and 
emotional areas of need. This includes the use of music for 
preventative and rehabilitative purposes. Music so used in a variety 
of settings, whether with individuals or groups, is MUSIC 
THERAPY.” (Bruscia, 1984a, p. 16) 

New Zealand Society for Music Therapy: “Music therapy is the planned use of 
music to support identified need where there is physical, 
intellectual, social, or emotional dysfunction. ... Music therapy is 
based on the humanity of music, involving body, mind, and spirit. 
Music therapy is the bridge to communication.” (Maranto, 1993, p. 
424) 

New Zealand Society for Music Therapy: “Music therapy is the planned use of 
music to assist the healing and personal growth of people with 
identified emotional, intellectual, physical, or social needs. Music 
therapists use the special qualities of music in a shared relationship 


326 


Appendix A: Definitions of Music Therapy 


with their clients to meet personal needs, support learning, and 
promote healing and change. They work with people of all ages and 
abilities, with individuals and groups, and in many different 
settings.” Retrieved November 12, 2012, from 
http://www.musictherapy.org.nz/about-us/ 


Nishihata: The Japanese Institute for Music Therapy defines music therapy as 


“a discipline dedicated to improving the quality of life, through the 
skillful use of music and its traditional medical interventions as 
designed by a music therapist, as a tool to restore, maintain, and 


improve a client’s mental, physical, emotional health and welfare” 
(Maranto, 1993, p. 342). 


Norwegian Association for Music Therapy: “Music therapy provides 


opportunities for development and change through a musical and 
interpersonal relationship between therapist and client. The process 
is often resource-oriented and focuses on specific targets in the field 
of health promotion, treatment, rehabilitation, and care. Music might 
create new opportunities for communication and_ personal 
expression and to work on social issues. As a field of study, music 
therapy is understood as the study of the relationships between 
music and health. Who can benefit from music therapy? Children, 
youth, adults, and seniors with mental health difficulties, with 
developmental challenges and learning disabilities, people with age- 
related difficulties such as dementia, Parkinson's and stroke, people 
with substance abuse problems, brain injuries, physical disabilities, 
and other physical and psychological benefits of music therapy.” 
Retrieved November 12, 2012, from 
http://www.musikkterapi.no/hva_er_mus/ 


Odell: “Music therapy in the field of mental health is the use of music to 


allow an alternative means of communication and expression where 
words are not necessarily the most effective way to fulfill 
therapeutic aims for the client. These aims are worked toward 
through a developing relationship between client and therapist, with 
practical music-making as the primary medium. ... Some common 
aims in music therapy are encouraging motivation, providing a 
forum for exploration of feelings, developing social skills, self- 
awareness and awareness of others, and stimulation of movement 
through improvisation and spontaneous music-making.” (1988, p. 
52) 


Orff: “Orff Music Therapy is a multisensory therapy. The use of musical 


material — phonetic-rhythmic speech, free and metric rhythm, melos 
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in speech and singing, the handling of instruments— is organised in 
such a way that it addresses itself to all the senses ....” (1980, p.9) 

Paul: “Music therapy is a behavioral science and an aesthetic experience 
which uses music as a too] to bring about positive changes in human 
behavior. These changes include educational as well as 
rehabilitative, social, or emotional changes” (1982, p. 3). 

Peters: Music therapy is “the prescribed, structured use of music or music 
activities under the direction of specially trained personnel (ie, 
music therapists) to influence changes in maladaptive conditions or 
behavior patterns, thereby helping clients achieve therapeutic goals” 
(1987, p. 5). 

Plach: Group Music Therapy is “the use of music or music activities as a 
stimulus for promoting new behaviors in and exploring 
predetermined individual or group goals in a group setting” (1980, 
p. 4). The four advantages of using music are its ability to evoke 
feeling, provide a vehicle for expression, stimulate verbalizations, 
and provide a common starting place. 

Polit: “Humanistic Music Therapy refers to the psychotherapeutic space 
wherein the personal and transpersonal development of the person 
through sound and music is facilitated using an approach 
emphasizing respect, acceptance, empathy, and congruence. Implicit 
in the holistic model is the interrelationship between sound and the 
whole human being, i.e., physical, mental, emotional, and spiritual 
components.” (1993, p. 366) 

Prelude Music Therapy: “Music Therapy is the prescribed use of music, 
and the relationship that develops through shared musical 
experiences, to assist or motivate a person toward specific, 
nonmusical goals. Music therapists use their training as 
musicians, clinicians, and researchers to effect changes in 
cognitive, physical, communication, social, and emotional skills. 
Music therapists work in a variety of settings, including 
educational, medical, psychiatric, wellness, and gerontology 
facilities.” Retrieved from 
http://www.preludemusictherapy.com/musictx.html 

Priestley: “Analytical Music Therapy is the symbolic use of improvised music 
by the music therapist and client to explore the client's inner life and 
provide the proclivity for growth. It is not a music lesson, 
psychoanalysis, or magic therapy that enables the therapist or 
patient to transcend all problems; rather, it is a form of treatment like 
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any other with its own limitations and contraindications.” (1980, pp. 
6-7) 

Prinou: In Greece, music therapy is defined in various ways, such as “the use 
of music as a therapeutic instrument ... a psychotherapeutic activity 
involving music and often verbal activities to increase self-awareness 
through the subconscious, ultimately guiding the patient to behavior 
which meets his needs ... an educational and psychotherapeutic tool 
used to discover the undeveloped capacities and intellectual status 
of the patient and to facilitate more rational thinking. Through both 
educational and psychotherapeutic interventions, the patient's 
personality is addressed ... in the definition of the Greek association, 
both music and therapy are defined because each has a specific 
function with music therapy. Therapy is supported by sounds and 
music of all kinds: (1) to alleviate the patient’s pain both physically 
and psychologically, (2) to bring the patient into a more harmonic 
relationship with himself and his environment, and (3) to give him, 
through musical education, a greater personal self-awareness and a 
discovery of his hidden capabilities.” (1993, pp. 240-241) 

Procter: “Music therapy may be described as a music therapist engaging 
another person or persons in some form of musicing with the 
ultimate aim of improving their quality of life—thus including 
health, well-being, and education outcomes” (2011, p. 246). 

Rudenberg: Music therapy is “the use of music and music-related activities 
under the supervision of professionally trained individuals (i.e, 
music therapists) to assist a client or patient in attaining a prescribed 
therapeutic goal” (1982, p. 1). 

Ruud (2010): Music therapy is “the use of music to give people new 
possibilities for action” (p. 124). 

Schmolz: “... [T]aking the psychopathology and the personality level of the 
patient into consideration, music therapy aims at transforming 
and/or influencing certain aspects of the personality with goal- 
directed musical means within a multiple medical and/or special 
educational treatment plan. This integrated music therapy (it is 
never carried out on its own) thus enriches nonverbal therapeutic 
possibilities, both in individual and in group music therapy.” 
(Bruscia, 1984a, p. 17) 

Schomer: “Music therapy may be defined as the application of music to 
produce a condition of well-being in an individual” (1973, p. 95). 

Sekeles: Music therapy is “the direct use of sound and music in order to 
support diagnostic observation by specific tools of the media; to 
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facilitate meaningful changes in the human organism and to 
improve physiological and psychological states; to develop music 
expression, which presumably, is essential for healthy life” (Bruscia, 
1985, p. 10). 

Sekeles: Music therapy is “a profession which utilizes the inherent therapeutic 
potential found in the basic components of music (frequency, 
duration, intensity, timbre) and in music as a complex art-form in 
order to preserve the patient's healthy capabilities, to promote 
beneficial change and development, and to enable the achievement 
of a better quality of life” (Maranto, 1993, p. 306). 

Silva: “Music therapy is the collection of techniques and procedures which 
use sound, musical or otherwise, as a means to facilitate 
relationships, allowing the growth of the patient as a person while 
modifying emotional, mental, and physical aspects of that person.” 
(Maranto, 1993, p. 104) 

South African Institute: Music therapy is “the planned use of music to give 
therapeutic effects” (Bruscia, 1984a, p. 18). 

Southeastern Pennsylvania Music Therapy Supervisors: “Music therapy is the 
process by which the elements of musical experience are applied ina 
purposive and systematic way to establish, improve, and modify 
specific cognitive, emotional, physical, and social functions crucial to 
the development of the atypical individual.” (From “Standards of 
Practice”) } 

Steele: “Music therapy, as it is practiced at the Settlement, is the structuring of 
music learning and participation experiences in order to modify 
inappropriate behavioral patterns and ineffective learning processes. 
Music is used in therapy as a reinforcer, as an extra-auditory cue, as 
a music learning experience, and to set the occasion for modifying 
nonmusical behavior.” (1977, pp. 102~103) 

Stige (2002): “Music therapy as professional practice is situated health 
musicking in a planned process of collaboration between client and 
therapist” (p. 200). 

Swedish Association for Music Therapy: Music therapy is “the use of music in 
educational and therapeutic settings in order to offer individuals 
with psychic, physical, and social handicaps possibilities to 
development” (Bruscia 1984a, p. 17). 

Uruguayan Association for Music Therapy: Music therapy is “a paramedical 
career of scientific principles which comprises not only therapeutic 
aspects but also diagnostic and prophylaxis. In this process, we have 
the patient and the music therapist in a determined situation with a 
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fixed structure and in which there exists a dynamic integration by 
means of a sound stimuli. The music therapist, working with the 
group, uses musical sound stimuli to stimulate patients with 
physical, psychical, or psychosomatic problems, and observes the 
inertic changes in what he does, says, and expresses through other 
means. The patient answers the therapist’s sound stimuli and reacts 
at the organic, emotional, behavioural, communicative, and 
movement levels of social integration. The music therapist's role is 
to employ a sound stimulus to stimulate the answers of a given 
situation which will tend to produce changes in the behaviour of the 
patient which will make him able to integrate with his own 
environment” (Bruscia 1984a, p. 15). 

(2002): Music therapy is “the use of music in clinical, educational, 
and social situations to treat clients or patients with medical, 
educational, social, or psychological needs” (p. 29). 


Wikipedia: “Music therapy is an allied health profession and one of the 


expressive therapies consisting of an interpersonal process in 
which a trained music therapist uses music and all of its facets— 
physical, emotional, mental, social, aesthetic, and spiritua!—to 
help clients to improve or maintain their health. Music therapists 
primarily help clients improve their health across various 
domains (e.g., cognitive functioning, motor skills, emotional and 
affective development, behavior and social skills, and quality of 
life) by using music experiences (e.g., free improvisation, 
singing, songwriting, listening to and discussing music, moving 
to music) to achieve treatment goals and objectives. It is 
considered both an art and a science, with a qualitative and 
quantitative research literature base incorporating areas such as 
clinical therapy, biomusicology, musical acoustics, music theory, 
psychoacoustics, embodied music cognition, aesthetics of music, 
and comparative musicology. Referrals to music therapy services 
may be made by other healthcare professionals such as 
physicians, psychologists, physical therapists, and occupational 
therapists. Clients can also choose to pursue music therapy 
services without a referral (i.e., self-referral).” Retrieved 
November 16, 2012, from 
http://en.wikipedia.org/wiki/Music_therapy 


World Federation of Music Therapy: “Music therapy is the use of music and/or 


its musical elements (sound, rhythm, melody, and harmony) by a 
music therapist, and client or group, in a process designed to 
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facilitate and promote communication, relationship, learning, 
mobilization, expression, and organization (physical, emotional, 
mental, social and cognitive) in order to develop potentials and 
develop or restore functions of the individual so that he or she can 
achieve better intra- and_ interpersonal integration and, 
consequently, a better quality of life.” (Ruud, 1998, p. 53) 

World Federation of Music Therapy (2011): “Music therapy is the 
professional use of music and its elements as an intervention in 
medical, educational, and everyday environments with 
individuals, groups, families, or communities who seek to 
optimize their quality of life and improve their physical, social, 
communicative, emotional, intellectual, and spiritual health and 
well-being. Research, practice, education, and clinical training in 
music therapy are based on professional standards according to 
cultural, social, and political contexts. Retrieved November 12, 
2012, from http:/wwwlmusictherapyworld.net/WFMT/FAQ 

Yamamatsu: “Psychotherapy by music—music therapy —should primarily be 
a part of educational activity, not of medical service: It aims at 
discovery and cultivation of the client's potentialities, not at the cure 
of disease. In other words, it should try to bring free self-expression 
from the clients.” (Bruscia, 1984a, p. 15) 
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